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PREVENTIVE HEALTH CARE FOR THE
ELDERLY

WEDNESDAY, JANUARY 6, 188

U.S. SENATE,
SuscoMMITTEE ON HEALTH,
CoMMITTEE ON FINANCE,
Miami, FL.

The subcommittee met, pursuant to notice, at 10:05 a.m. in audi-
torium 194, Academic Building No. 1, North Miami Campus of the
Florida International University, Hon. George J. Mitchell (chair-
man of the subcommittee) presiding.

Present: Senators Mitchell and Graham.

Also present: Dr. Mitch Maidique, president, Florida Internation-
al University.

[The press release announcing the hearing the prepared state-
ment of the American College of Preventive Medicine, and the pre-
pared statement of Senator Graham follow:]

{Press Release No. H-73, Dec. 21, 1987}

FiNaNck SusconmmriTTEE ON HEALTH TO HoLD F1ELD HEARINGS ON PREVENTIVE
HeALTH CARE FOR THE ELDERLY

Washington, DC.—Senator George J. Mitchell, (D., Maine), chairman of the Sub-
committee on Health, in conjunction with Senator Bob Graham, (D., Florida) an-
nounced Monday that the subcommittee will hold a field hearing in Miami, FL, on
risk-reduction and health promotion for the elderly.

The hearing is scheduled for Wednesday, January 6, 1988 at 10:00 a.m. at Florida
International University, North Miami Campus in auditorium 194, Academic No. 1
Building, NE., 151 Street and Biscayne Boulevard, Miami, FL.

“I think preventive care is an important part of the foundation of our health care
system for older Americans,” said Senator Mitchell.

Senator Graham said, “The hearing will focus on public health risk-reduction pro-
grams, health promotion and education through the private sector, and medical
tests for preventive health screenings.”

Senators Mitchell and Graham will hear from a panel of experts who will appear
by invitation only.

Written statements: Those who are not scheduled to make an oral presentation,
but who wisk: to present their views to the Finance Subcommittee are urged to pre-
pare a written statement for submission and inclusion in the printed record of the
hearing. These written statements should be typewritten, not more than 10 pages in
length, and mailed with 5 copies to Laura Wilcox, Hearing Administrator, SD-205
Dirksen Office Building, Washington, DC. 20510, and 5 copies to Mary McAuliffe,
Minority Chief of Staff, SH-203 Hart Office Building, Washington, DC. 20510. Writ-
ten Statements must be received no later than Wednesday, February 3, 1988.
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TESTIMONY FOR THE FINANCE SUBCOMMITTEE

UNKTED STATES SENATE

from the

American College of Preventive Medicine

PREVENTIVE HEALTH CARE SERVICES FOR THE ELDERLY

Although 11Z of the United States population is over the age of 65, the
elderly co:sume 30X of the naticn's health care dollars and 50Z of the
federal health budget (1). These figures reflect the elaborate medical
attention required by the elderly and the considerable expense of long~
term institutionalization of 1.5 million individuals (2). Services on
this scale are necessary to treat the serious diseases which are
especially common among the elderly. These include heart disease;
cancer of the lung, breast, colon, cervix, and prostate;
cerebrovascular disease; diabetes; pulmonary disease; dementia and
depression; injuries and disability; and many others (3).

We now know hat most of these medical conditions can be prevented.
They are caused by behavioral and environmental risk factors that can
be eliminated earlier in life. Indeed, it has been estimated that at
least 60Z of all health problems are the result of such influences (4).
One risk factor, the use of tobacco, is by itself responsible for about
320,000 deaths annually, and is the attributable cause of 307 of all
cancers, 85%7 of lung cancers, and up to 30% of coronary heart disease
(5-7). Nutritional links to heart disease, cancer, and many other
conditions are well established (3).

Experience has taught us that preventive strategies directed at
reducing exposure to these risk factors can be dramatically successful
in lowering the prevalence of chronic diseases and improving the life
expectancy of the average American. The reduction in the incidence of
coronary artery disease over recent years is not due to technological
advances in surgical methods and intensive care medicine but is
primarily the result of changes in the exercise and nutriticnal habits
of Americans (8). The control of hypertension has also been
instrumental i1 this trend and the 32% decline in the occurrence of
strokes (3). Tests for the early detection of cancer have dramatically
improved five-year survivai {or cancer of the colon, breast, and
cervix, which together account for over 110,000 deaths each year (9).
Mortality from cervical cancer has decreased steadily with the
implepentation of Pap smear screening programs (10,11). Evidence
supporting the value of counseling regarding nutrition, smoking, and
other risk factors has been strengthened by large multicenter trials
such as the Lipid Research Clinics (LRC) Coronary Primary Prevention
Trial (12) and the Multiples Risk Factor Intervention Trial (MRFIT)
(13).

Since preventive strategies are more effective if initiated early in
life, there is a common misconception that prevention is of little
valuc to the elderly. In actuality, the elderly have much to gain.
The average 65-year-old can expect to live an additional 15 years and
the average 75-year-old can expect to live another ten (1). This is a
"window" of opportunity, during which the occurrence and severity of a
variety of serious and disabling conditions can be reduced effectively
through established preventive maneuvers.
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Unfortunately, these preventive maneuvers are not offered to all older
Americans. Warning signs are left undetected and risk fastors
untreated until the symptoms of the disease bring the individual to
medical attention. By thic time many diseases are very advanced and
the potential for meaningful clinical intervention is quite limited.
This delay in care is a personal tragedy for the elderly individual
and, on a societal level, has serious implicz*lons for the health care
system that must provide for them. Medical ticatment at these late
stages often requires dramatic and costly procedures that invelve
expensivo technology. Despite the sophistication of modern therapeutic
modalities, delayed treatment is often unable to return to the elderly
patient the functional status needed to live outside of an
institutionalized settinz. Thus nursing home and hospital care becomes
necessary. This is expensive, is associated with a poorer quality of
life, and increases the patient's risk for further medical problems.

This form of caring for older Americans is difficult to justify in an
era when these diseases can be prevented in their early stages
(secondary prevention) or before they occur (primary prevention).
There are three types of preventive strategies: (1) screening and
early detection tests; (2) counseling and patient education; and (3)
immunizations and chemoprophylaxis.

Screening tests identify persons at risk for a disease before it
occurs., Examples include the Papanicolaou smear and the measurement of
serun cholesterol in order %o prevent cerviczl cancer and coronary
artery disease, respect.vely. Early detuction maneuvers permit more
successful treatment in the initial stages of a disease, as in the
detecticn of cancer through mammography and fecal occult blood testing.
Patients respond to physician counseling by changing unhealthy
practices and behaviors such as the use of tobacco and drugs; diets
high in fat and salt but low in fiber; lack of exercise; and riding in
an automobile without occupant restraints. A variety of conditions,
primarily infectious diseases, can be prevented through immunizations
and chemoprophylaxis (e.g. vaccines, drugs that lower serum
cholesterol, and estrogen to prevent osteoporosis).

Preventive interventions are available to the elderly in each category,
and many of these are listed in the following table. It should be
emphasized at the outset, nowever, that (1) preventive services differ
from diagnostic tests in that they are offered to healthy asymptomatic
persons to prevent disease, rather than to obtain a diagnosis after the
person has become ill; (2) since these interventions must be tailored
to each individual's age, sex, and risk profile, not all items in this
list are appropriate for all elderly persons; (3) the strength of the
gcientific evidence for each procedure is variable; and (4) preventive
sevvicea are not the domain of only one specialty but in fact are
performed by all primary care specialties (e.g. internal medicine,
family practice, gynecology).

SCREENING AND E:RLY DETECTION TESTS

o Measurement of serum cholesterol, a leading risk factor for
coronary heart disease.

o Measurement of blood pressure, a risk factor for coronary
heart disease, stroke, and kidney disease.

o Mammography screening to detect breast cancer.

o PFecal occult blood tests of the stool and sigmoidoscopy to
detect cancer of the colon and rectum.

O
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Papanizolaou smear to detect cervical cancer.

Digital rectal examination to detect prostate cancer.

Measurement of height, weight, and skin-fold thickness to
detect obesity, a risk factor for heart disease, diabetes,

and hvpertension.

Visual acuitv and auditory testing to screen for sensory
deficits.

Hental health screening to detect dementia ani depression.
Screening for alcohol and drug abuse.

Screening for inadequate social support systems, home care, and
functional status.

o Screening for podiatric disorders and incontinence.

COUNSELING AND PATIENT EDUCATION

o Self-examination instructions to detect breast and skin cancer.

—

o Smoking cessation counseling to prevent cancers of the lung, larynx,
pharynx, oral cavity, esephagus, pancreas, kidney, and bladdeg;
coronary artery, cerebrovascular, and peripheral vascular diseases;
chronic obstructive pulmonary disease; peptic ulcer disease; ana
respiratory infections. (Involuntary, or passive, smoking may
increase the risk of lung cancer in healthy nonsmokers and the
frequency of respiratory illness among children.) (5-7)

© Exercise instructions to enhance fitness, functional mobility, and
to prevent coronary heart disease and osteoporosis.

o Nutritional counseling regarding :aloric balance, dietary fat,
sodium, fiber, and carbohydrates to prevent heart disease,
cancer, obesity, hypertension, and diabetes.

o Safetv instructions to prevent injuries and death from motor
vehicle crashes, household accidents, falls, and low back infury.

o Dental hygiene instructions to prevent caries, periodontal disease,

and malocclusion.

IMMUNIZATIONS AND CHEMOPROPHYLAXIS

o Influenza vaccine to prevent influenza.

Q 8
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o Pneumococcal vaccine to prevent pneumonia.

o Tetanus and diphtheria toxoids tec prevent tetanus and
diphtheria.

o Estvoge: to prevent osteoporosis.

o Cholesterol-lowering drugs to prevent coronary heart disease.

Detailed information about the appropriate indications for these
preventive services has emerged from a strong science base. Preventive
sarvices for the elderly have been introduced into clinical guidelines
based on extensive reviews of the scientific evidence by expert panels
and organizations. These include the landmark papers of Frame and
Carlson in 1975 (14) and Breslow and Somers in 1977 (15); the 1979
report of the Canadian Task Force on the Periodic Health Examination
(16); the 1980 American Cancer Society screening guidelines (17); the
raport of the American College of Physicians in 1981 (18); the American
Medical Association policy statement in 1983 (19); the 1987
recomnendations of the Clinical Efficacy Assessment Project of Blue
Cross-Blua Shield and the American College of Physicians (20); the
raport of the U.S. Preventive Services Task Force (21); the 1986 four-
part monograph by Frame (22); and the 1987 American Heart Association
report (23). Government agencies, NIH « development
confarences (24), and many spacialty organizations have also recently
issued recommendations on selected screening tests of relevance to the
elderly.

The impetus for these developments is the growing body of resear “
demonstrating that preventive interventions can be more effective in
saving lives than medical therapy of symptomatic persons. These
findings come as no surprise. It is intuitive, for example, that
altering the nutritional habits that cause atherosclerosis is a more
worthwhile invaestment than coronary artery bypass surgery oc
angioplasty. Despite the compelling logic behind primary and secondary
prevention, we find that the majority of U.S. health care expenditure<
for the elderly are nonetheless invested in tertiary preven.ion
(attempting to prevent the progression of a disease after the patient
is already afflicted).

We can no longer afford this practice. Economic pressures have placed
tight limitations on health care services for the aged. It is
essential that these limited resources ba directed toward those
preventive health care services that are more effective in reducing the
individual and societal costs of disease. This has stimulated a
reexamination and abandonment of ineffective diagnostic tests that
clinicians hava performed routinely on older Americans at great
national expense (25-28). An emphasis on preveation over expensive
alternatives will become especially important in future years bacause a
greater proportion of Americans are entering the ranks of the elderly.
Persons aged 75 and older represent the fastest growing segment of our
population and are expected to increase an estimated 60% by the year
2000 (29). If current practices are allowed to continue, the .umber of
nursing home patients will double in 20 years (2). Whereas currently
persons over age 65 are vasponsible for about 30Z of health care
expenditures, that figure is estimated to rise to 50% by the year 2040
0.

Although these developments are likely to orient national health policy
toward provention, perhaps the greatest stimulus for preventive health
care for older Americans is coming from society itself. Public
education campaigns on cholesterol, high blood pressure, Alzheimer's
disease, and many other targets of pravention are increasingly apparent
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on television and radio broadcasts, women's magazines, and other media.
Today's elderly and their families are more knowledgeable about the
benefits of health promotion and which screening tests should be
performed by their physicians. Medical gstudents are being taught the
principles of geriatric prevention a3 are practicing physicians in
their continuing medical education curricula (29). Clearly the future
holds the promise of prevention for the elderly and a more efficient
agenda for health care in general. The next step is td insure
availability of those services to all older Americans.
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SENATOR ROR GRAHAM'S OPFNING STATEMENT

G0OD MORNINR LANIES AND GENTLFMEN, TODAY WE WILL RF HOLDING AN
OFFICIAL FIELP HEARING WITH SENATOR MITCHELL, CHAIRMAN OF THE
SENATE FINANCE COMMITTEE'S SURCOMMITTEE ON HFALTH, THE HEARING
WILL FOCUS ON PREVENTIVF HFALTH SFRVICES AND SPECTFICALLY ON RISK-
REDUCTION AND HEALTH PROMOTION PROGRAMS FQR QLDFR AMFRICANS, IN
JUKE OF 1985, THIS COMMITTET HELD HEARINGS IN WASHINGTON, D,C. TO
DISCUSS HEALTH PRPMOTION AND DISEASE PRFVENTION, THE INFORMATION
HIGHLIGHTER IN THAT HEARING EFFECTIVELY PEVIEWED IN DETAIL THE
CONCEPT AMD THF PRACTICALITY OF IMPLFMENTING PREVFNTIVE HEATH

PROGRAMS FOR THE MFDPICARE POPIILATION,

THE GOAL OF TODAY'S HEARING TS TO FXAMINE FFFORTS TO IDENTIEY
PEOPLE WHO HAVE MIGH RISKS OF DEVELOPING A CATASTROPHIC ILLNESS,
W5 KNOR THAT EARLY DETECTIQN DFCREASFS THE NFER FOR COSTLY

INSTITUTIONALIZATION AND THUS EXTENDS THE PRODICTIVE YEARS, OUR
NATFON®S MEDICAL CARF SYSTFM SHOULD RFFLECT A COMTINIMNIN OF CARE RY

USING PREVENTIVE HEALTH STRATEGIES TH ALL POPULATIONS FOR EARLY
TDENTTFICATION, PISK PEMICTION, TRFATMENT, AND REFERRAL T9)
APPROPRTATE MERICAL AND SOCTAL SERVICFS, PROLONGING INDEPENDENCF,
REMICING THE NEED OF EXTEMSIVE HOSPITALIZATION, AND IMPROVING THE
QUALITY OF ACTTVF YEARS CAN RE ACCOMPLISHFD IF LEGISLATIVE CHANGES

ARE MANE TN DIR CIEMENT MEDICARE SYSTRM,
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AMERICA IS GROWING OLDFR, RY THE YFAR 2000, 13% OF OUR NATION'S

POPIILATION WILL RE OVEP THF AGE OF 65, AND 1,57 WILL R QVER THF
AGE OF 85, CURRENTLY, IN FLORIDA, OVER 18% 0F THE POPULATION TS
OVER THE AGE OF 65, THFSF OLPFR AMERICANS CAN TNCRFASF THETR
HEALTHY YEARS AND AVOIR EARLY INCAPACITATION JF TODAY WE SHIFT OIR

EMPHASIS FROM MEPICAL CRISTS TO PPEVENTION,

THE PREVENTION NF TLLNESS SHOLLD BF THE MAJOR PREOCCUPATION OF Nip R
NATIONAL HEALTH CARF. SYSTEM, FOR 700 LONG WE HAVF FOCUSER ON ACUTE |
CARE, ON €% “STROPHIC CARF, AS NIR SOCTETY AGES AND AS WF LTVE

LONGER, WE HAVE BECOMT TNCREASINGLY PREOCCUPIED WITH

TNSTITUTIONALTZED HEALTH CARE, OfiR ATTITURE AROUT HEALTH CARE IN

THIS NATION SHOILD FOCUS ON “WELLNESS" AND FXTENSTON OF OUR

PRODUCTIVE YEARS. MOST FEDERAL GNVERNMENT PROGRAMS FOR OLDER

AMERICANS HAVE BEEN CRISIS ORTENTED -- AFTER YOU ARE SICK ENONGH

TO GO TNTO THE HOSPITAL, THEN A RANGE OF SERVICES BECOME

AVAILABLE, T RELIEVE OUR FOCUS SHONLD REECTION PREVENTION. HOW R0

WE KEEP PEOPLE WELL ENONGH SO THAT THRY PN NAT GO JNTO THE

HOSPITAL, SO THEY D0 NOT HAVE TO TNCUR BbTH THE GREAT PERSONAL

PAIN AND FINANCIAL COSTS TO THEMSFLVES AND TO THF FEDERAL

GOVERNMENT?

ONE WAY TO KEEP PEOPLE WELL TS RY SCREENING FNR COMMON,

POTENTIALLY DISABLING CONPITTONS. WE CAN BEGIN TO REFLECT THF

i3
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TMBORTANCE OF A IWALTHY LTFESTYLF AND AFFORDARLF MFRICAL CARF i
NUR EXISTING SYSTEM RY OFFERTNG PRNGRAMS TO PRFVFNT THE TRAGERY
AMD EXPENSE OF IINNECESSARY TLINFSS, PREVFNTIVE SCREENINGS SICH AS
MAMMAGRAPHY, COLO-RECTAL CANCER SCREFNING, GLAIICOMA SCRFEMING, PAP
TESTS, TURERCHLOSIS SCRFFNING, AMD TMMINTZATTONS SHOULD RF VITAL
COMPONENTS OF OUR PRESENT MEDJCARE SYSTEM, THE REASON 1S THAT
EARLY WARNTMGS FROM SHCHM SCRFENTNGS CAN PREVFNT STROKES,
BLINDNESS, DIABETES, CANCER, AND OTHFR POTENTIALLY DISARLING

NISEASES,

COMMUNTTY-BASED EARLY DETECTTON AND PFFERRAL PROGRAMS SHCH AS
INJURY CONTROL PROGRAMS, NUTRITIONAL COUNSELING, EXERCISE/PHYSICAL
THERAPY PROCTAMS, AND MENTAL HFALTH SCREFNING SHOULD RF

CO/PREHENSIVELY WOVEN INTO OUR COMPLEX HEALTH DELTVRRY SYSTEM.

THE TNVESTMENT JN PREVENTION TS RELATIVELY MINOR, THE RETIIRN (N
THAT INVESTMENT --- IN EXTENDED, PRODUCTIVE, INDEPENDENT LIVES AS
WELL AS TM SAVINGS ON CATASTROPHIC HFALTH CARF COSTS-- IS

POTENTIALLY ERORMOUS,

I THANK EACH WITMFSS FOR TAXING TIME OUT OF THEIR RUSY SCHFDULE Tn

TESTTFY REFORE THIS COMMITTEE, FACH TESTIMONY 1S CRITICAL
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N DEVELOPING A NEW DIRECTTON AND AN TMPROVET NRTENTATION FOR

PROMOTING INDEPENDENCE. FOR OUR SENTOR CITTZFNS,

[ WOULD REMIND EACH WITNESS THAT THEY SHOULD LTMIT THFIR ORAL

PRESENTATION TO FIVE MINUTES WHICH WILL BE FOLLOWED BY FIVE
MINUTES OF QUESTIONING, EACH SPEAKER WILL PROVIDE THTS COMMITTEE

WITH WRITTEN DOCUMENTATION TO RE INCLUDED IN THE HEARJNG RECORD.
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Dr. MADIQUE. Good morning. On behalf of our Center on Aging
and our university, I would like to welcome all of you to the North
Miami Campus of Florida International University. I am particu-
larly deligthed that an event that is going to receive testimony on
aging that I see so many young faces. I would like to welcome all
the students that are here to listen to the testimony.

I particularly would like to welcome the two Senators who will
be presiding over today’s activities. It is rare that one of our cam-
puses, much less just one part of the university, has 2 percent of
the U.S. Senate here; and we are very proud to have them with us
today. [Laugther.]

We would like to welcome in particular the chairman of the sub-
committee who will hear the testimony here today, Senator George
Mitchell, who will be presiding over today’s activities. He is the
chairman of the Health Subcommittee of the Committee on Fi-
nance of the U.S. Senate. We welcome you to our campus, Senator.

Second, I would like to welcome very own Senator Bob Graham,
who is one of Florida’s most popular and respected political leaders
and someone who is very closely identified with our university in-
asmuch as his father, Senator Ernest Graham, introduced the ini-
tial enabling legislation that made possible the Florida Internation-
al University.

We are particularly pleased that Senator Graham is here with us
today after a very outstanding year, his first year in the U.S.
Senate, and he is doing so well that he is going to break most
records for progressing from junior Senator to senior Senator.
[Laugther.]

[Applause.]

We are utterly impressed with that and, just judging from that
first year, we can extrapolate an extraordinary future in the U.S.
Senate. Senator Graham has been a great friend and supporter of
our university; and it is with great pleasure that I welcome him
and Senator Mitchell to the hearing today. Let us know if there is
anything that we can do to help.

Senator MitcHELL. Thank you very much. Good morning, ladies
and gentlemen, and welcome to this hearing of the Senate Subcom-
mittee on Health. I am pleased to be here today and to be joined by
my distinguished colleague and your Senator, Bob Graham. This
year, the American people will spend about $450 billion on health
care. A large portion of that will be paid for by American taxpay-
ers through the Medicare program, which provides health insur-
ance to the elderly, and thrcugh the Medicaid Program, which, in
partnership with the States, provides health care for the poor.

We are only now, very late and many dollars later, coming to re-
alize that almost all of that money is spent for curative health
care, that is, for taking care of people after they have become sick.
Almost none of it is spent on the prevention of illness and disease,
the promotion of wellness. We are now learning that it makes
s2nse, both dollars and cents and common sense, for our society to
invest a greater portion of our resources in the promotion of well-
ness, in the prevention of illness and disease.

Not only does it save taxpayers money, but it promotes the
health, lives, welfare, and enjoyment of our people.

ERIC. 16
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We are here today to find out what is happening in Florida in
the area of promotion of wellness, both by public agencies and by
private companies, to see if there is something we can learn here
that can be used nationally, to see if we can improve the Medicare
Program to make it possible for more people to enjoy longer,
healthier, and better lives.

One of the reasons I am particularly pleased to be here with Sen-
ator Graham is that, in a very short time in the U.S. Senate, he
has become a national leader in the area of health care, with par-
ticular emphasis on preventive care. Just a few weeks ago, his
amendment to the Senate catastrophic care legislation included the
concept of preventive care in a substantial way for the first time in
the Medicare Program.

We expect that to become law shortly, after the Congress recon-
venes later this month.

So, it is with great pleasure that I now ask for an opening state-
ment from my colleague, Senator Graham, before we hear from the
first witnesses. Senator Graham?

Senator GrRaHAM. Thank you, Senator Mitchell. I would like to
file a written opening statement for the record; but in deference to
the very excellent panels we have and what I am certain will be a
stimulating conversation, I will limit my opening remarks briefly
to first thanking you for having made it possible for his hearing to
take place.

I know that it was difficult for you to arrange your schedule to
be here today, and I appreciate the effort that you have made to do
so. I want to thank all of the members of the family of Florida
International University for your hospitality in providing this facil-
ity and helping with the arrangements, and to thank those who
will be here today to testify and those of you who are here to learn,
as we will be learning, about the opportunities that are availabl:
for an enriching life for many older Americans through a greater
emphasis on risk prevention, maintenance of health, and an em-
phasis on quality of life for all of our years.

I am very proud of the fact that our State of Florida is serving as
a model for many of these issues, an we will be hearing today from
some of those who are at the front lines of those experiences.

it is appropriate that we should be so. Florida today has a popu-
lation of persons over the age of 65 in excess of 18 percent. It will
be well intv the first quarter of the 21st century before the Nation
reaches that same level of population over 65. We have a popula-
gié)_r:) over 85 which the Nation will reach approximately in the year

10.

So, we are full generation ahead of America in terms of our op-
portunity to know, understand, and respond effectively to the needs
of older Americans. And if there is one thing that we know, it is
that like all citizens they want to live life to its fullest, to live life
in the least restrictive environment, and to have the opportunity to
be as healthy and well as possible for as long as possible.

We have some excellent models of how all those objectives can be
accomplished. We are going to hear from a number of those today.
I know that this is not the beginning because Senator Mitchell has
been concerned about this issue for a number of years in the
Senate. Steps have already been taken, but my hope is that this

E 17
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will further accelerate the movement towards a complementary
program of risk reduction and maintenance of health to the tradi-
tional crisis intervention orientation of most of our Federal health
care policies.

Again, thank you, Senator Mitchell. I look forward to a very ex-
citing morning.

Senator MrrcuEeLL. Thank you, Senator. You commented on how
difficult it was for me to arrange my schedule to be here. Consider-
ing the weather in Maine, it was not as difficult as you might
think. [Laughter.]

We will now hear from the first panel, and I will ask all three of
them to come up at the same time: Dr. Carl Eisdorfer, chairman of
the Department of Psychiatry, University of Miami Medical School;
Dr. Carolee A, DeVito, Director of Planning and Evaluation, South
Shore Hospital in Miami Beach; and Josefina Carbonell, Director
Little Havana Activities and Nutrition Center in Miami.

Welcome, Dr. Eisdorfer, Dr. DeVito, and Ms. Carbonell

I will, at the outset, state the rules of the subcommittee’s pro-
ceedings for your benefit and those of the witnesses who will
follow. As you have been advised under the subcomittee’s rules of
procedure, your written stateraents wiil be included in full in the
hearing record, which will be compiled following today. We ask
that you limit your oral remarks to 5 minutes so that we can have
an opportunity to ask questions and have some exchange of views
among the witnesses as well.

I will take you in the order that you are listed on the agenda. So,
we will begin with Dr. Eisdorfer. Welcome. We look forward to
hearing from you.

STATEMENT OF DR. CARL EISDORFER, CHAIRMAN, DEPARTMENT
OF PSYCHIATRY, UNIVERSITY OF MIAMI MEDICAL SCHOOL,
MIAMI, FL

Dr. ¥ispopver. Thank you. I am Dr. Carl Eisdorfer, Director of
the Com%rehensive Center on Aging at the University of Miami, I
am delighted to be here with our fraternal and sister organization
at FIU. As you pointed out, I am 2lso a professor and Chairman of
Psychiatry at the Medical School and Professor of Psychology.

The need for improved psychological and psychiatric screening of
older persons is a matter of serious concern for those of us interest-
ed in health care among the elderly.

Older Americans have the highest per capita abuse of medication
of all sorts, including psychotropic drugs. Dementia, as in Alzhei-
mer’s disease, or multiinf{arct dementia, afflicts about 10 percent of
our elderly individuals, maybe as high as 15 percent. It has a disas-
trous effect on them and also their families, spreading the effect of
this tragic illness. Family members of older demented patients who
care for their relatives at home—this resulting in a major saving in
the cost of health care for the United States—are themselves at ex-
traordinarily high risk for depression; and in one study, over 50
percent of relatives—primarily caring for dementia victims at
home-—were clinically depressed.

Screening and intervention with this group alone could result in
major savings—forgetting the hur-anitarian issues—just by pre-
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venting older persons from serious functional disability with the
result that both the giver of care and the target patient wind up
needing intensive, often institutionally based scrvices.

Psychotrogic drugs, most often prescribed by nonpsychiatrists in
the United States, have been shown to play a major role in falls,
often resulting in fractures and so on, again by older persons, again
a major health hazard and a major medical expense.

The worried well: this is a group that does not have formal psy-
chiatric illness, but one that is characterized by anxiety ard high
bodily concern. A high proportion of the elderly have been reported
to make up a significant proportion of all medical outpatient visits.

Psychiatric and psychological review and intervention is demon-
strably capuble of making a significant improvement in individual
symptoms and the patient’s perceived need and utilization of care.

Alcohol and substance abuse is a significant problem at any age
and certainly among the elderly, contrary to popular opinion. Fail-
ure to attend to the excessive use of readily available medications,
such as that provided in liquor stores, over the counter in pharma-
cy sections of supermarkets and drug stores, as well as self-medica-
tion, trading of medication, the use of old medication, can lead to
significant problems. All of these could be ascertained in focused
evaluations in a preventive way and secondary, or even primary,
prevention of a host of medical disorders would ensue.

Clearly, in alcoholism and substance abuse and for the worried
well—areas that we really have not touched with preventive pro-
grams—psichological and psgvchiatric intervention can—and has
deﬁxonstra ly reduced—sick days and medical care costs dramati-
cally.

This is shown in a number of studies and recently reviewed in an
article in Psychology Today, as recently as August of 1987; I have
sugplied that information to the committee.

enator MItcHELL. You have identified the studies to which you
have just referred? .

Dr. EisporreR. Yes, sir. Other studies have shown that signifi-
cant mental health problems, particularly among the elderly, may
present as medical problems. Depression, typically among the el-
derly, present as loss of sleeﬁ, loss of appetite, constipation, in-
Creasedp reports of pain and lethargy, as onfy one example.

Conversely, in many instances, psychological states like dementia
may reflec; a treatable medical condition if caught early enough.
Indeed, that is one of the programs at the University of Miami
School of Medicine and in concert with the Mount Sinai Medical
Center. Here, a subsidy from the State of Florida initiated a couyle
of years ago has played a major catalytic role in funding a memory
discrders program that exists at two different sites in south Florida
and has teen enormously effective.

The importance of early detection—I should paraphrase {hat and
take anotier 80 seconds—was done under a prior governorship of
Florida; and I forget the name of the gentleman who was responsi-
ble. [Laughter.]

The importance of early detection and intervention—but he was
an Alzheimer’s Disease exlpert. [Laughter.]

The importance of early detection and intervention of serious
mental health problems cannot, in my opinion, be too strongly ad-
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dressed. Suicide, often a direct result of depression, is substantially
increased among elderly men, particularly elderly Caucasian males
over the age of 65 and 75. It is four to six times higher than among
younger men; and that is easily recognized, at least that kind of
depression where we can intervene.

Severe suspiciousness related to such disorders of paraphrenia
can be detected and treated on an outpatient basis before the con-
dition creates so serious a psychological and social problem that
the person is forced out of his or her home and into an institution.

Of major interest, too, is the fact that hearing loss and communi-
cation deficits often are major contributors to this paranoia, and
that also can be detected and intervened. Clearly, a program look-
ing at hearing loss could play a crucial role.

Mental health intervention not only affects psychiatric problems
-directly, but health costs more broadly. In a review 1 have also sup-
plied you with, the American Journal of Psychiatry studied Blue
Cross and Blue Shield Federal employees plans and showed that
outpatient psychotherapy substantially reduced the cost not of psy-
chiatric but of all medical care, particularly among the oldest part
of the population, particularly inpatient care.

In closing, let me just say the following.

The inseparability of the head and mind from the rest of the
human body is once again reaffirmed. Mental health evaluations
and, when necessary, intervention do and can play a tremendously
important role in improving the quality and the quantity of life
and in reducing health care costs.

I thank you for your interest, and I support the proposal of in-
cluding such intervention in a broadly based program of health
screening for all older Americans. Thank you, Mr. Chairman.

Senator MrTrcHELL. Thank you very much, Dr. Eisdorfer.

[Applause.]

Senator MrrcheLL. Dr. DeVito.

[The prepared statement of Dr. Eisdorfer and the prepared infor-
mation follow:]

20
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TESTIMONY
CARL EISDORFER, PH.D, M.D.
UNIVERSITY OF MIAMI
JANUARY 6, 1988
MIAMI, FLORIDA

SENATE FINANCE COMMITTEE HEARING
ON RISK _—REDUCTTON AND HEALTH PROMOTION

Mr. Chairman:

I am Dr. carl Eisdorfer, Director of the Comprehensive Center on
Aging of the Univaersity of Miami, Professor and Chairman ot the
Departnent of Psychiatrxy and Professor of Psychology. I am

honored to be able to appear at this hearing.

The need for improved psychological and psychiatric screening of
older persons is a matter of serious concern for those of us
interested in the health care of the aged. Older Americans have
the highest per capita use of medication of all sorts ircluding
psychotropic drugs. Dementia as in Alzheimer's Disease or Multi
Infarct Dementia afflicts about 10% of our elderly individuals
and has a disastrous impact upon them and their families. Family
members Of older demented patients who care for them at home
resulting in a major savings in the cost of health care
nationally are themselves at high risk for depression and as
much as 50% of persons primarily caring for dementia victims at
home hav2 been shown to be clinically depressed. Screening and
intervention of this group alone could be a major saving in
preventing older persons from serious functional disability with
the result that both jiver of care and the target patient

both need intensive, often institutionally based services.

Psychotropic drugs most prescribed by non-psychiatrists have been
shown to play a significant role in falls by older persons-

again a major health hazard and major medical expense.
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The worried well - characterized by anxiety and high bodily
concern reportedly make up a significant portion of medical
outpatient visits with psychologicezl and psychiatric raview and
intexvention, capable of making a sicnificant impirovement in

symptoms and the person's perceived need for care.

Alcohol and substance abuse problems are a significant issue at
any age and failure to attend to excessive uc- of readily
available medications such as that provid:d in licuor stores,
over the counter in pharmacy sections of supermarkets and drug
stores as well as self nedication or trading of medications can
lead to other significant. problems. All of these could be
ascertained in focussed evaluations and secondary or even primary

prevention of medical disorders would ensue.

Clearly in Alcoholism, in substance abuse and for the worried
well, psychological and psychiatric approaches to treatment
reduce sick days and medical costs dramatically. This has been
shown in a number of studies and recently reviewed in Psvchology
Today, (Help for the Worried Well- Carol Turbington, Psycholoaqy
Today, August 1987, Pg 43-45.)

Other studies have shown that significant Mental Health problenms,
parcicularly among the elderly may present as medical problems.
Depression with its associated loss of Sleep, loss of appetite,
constipation, increased reporting of pain and lethargy is only
one example. Conversely in many instances dementia - a
psychological state of loss of memory and cognition may reflect a
treatable medical condition if caught early enough - indeed that
is one our programs at the University of Miami and in concert
with the Mt. sinai Medical Center - here the subsidy from the
State of Florida instated a ccuple of years ago has played a

major catalytic role.
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The importance of early detection and intervention of serious
mental health problems cannot be too strongly addressed.

% should be noted too that suicide - often a direct result of
depression - is substantially increased among aged men and that
severe suspiciousness relatable to disorders such as parrphrenia
can be detected and treated on an outpatient basis before the

condition creates so serious a psychological and social problem
that the person is forced out of their home and into an

institution.

Mental Healtli interventions not only affect psychiatric problem
directly but health care costs more broadly. In a review reported
in the Anorican Journal of Povchiatry in october 1984, 58
research studies were reviewed by Mumford et al (Am J Psychiatrv,
1988,141 (10)P.1145-58) as were claims filed for Blue Cross and
Blue Shield Federal Employees Plan. The later showed that
outpatient psychotherapy significantly reduced the cost of
medical care primarily through the reduction of inpatient madical

hospitalizations particularly among those over 55.

Thus the inseparability of the head and mind from the rest of the
human body is once again reaffirmed. Mental health evaluations
and where necessary iatervention do and can play a tremendously
important role in improving the quality and indeed the quantity
of life and in reducing the cost of health care. I support the
proposal of including such intervention in health screening for

older Americans.

Thank you for the opportunity of speaking with you.

Q r”é)
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PSYCHOLOGICAL INTERVENTION CUTS MEDICAL AND
"BOSPITAL COSTS AND HELPS PEOPLE FEEL BETTER -
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The aurprising fact is that as many
53 two-thirds of patient visits to the
dortor are made by the “worned
well,’”” people payehologista eall
“sormatisiters.” But because the pa-
tents and the physicians are unwilling
or unable o sce the problem's emo-
tions) mm;sﬂu btlcnkk {rom

to hos aguin,
biaremt for a pdl, a shot or an opera-
tion that will stop the hunmx

Paychologist Nicholas Cr
who founded the Biodyne lnsuwu.
says, “Some patients spend as much
23 §28,000 & year in a fruithess atlempt
to isolate a Ptysical csuse for whalb&
basically an emotional problem. ... On
some days lhen p-lxnu saw four dife
fereat " Cammings says be
pever dispotes the reabity of puienu‘
difficulties. *1 can say with all hones-
lr‘lknowm hart. But as lag as
yonn bm. tell us & bit more about
you'™ The paychological trestment
often helps somatisizers when others
have falled. After oaly four sessions
::ﬁ:odyne. for example, Sadie’a besd-

disappeared.

In dozans of studics over th. last 0
years, rescarchers have found that
providing e, cre to pa-
tients tke lbeu can cut medical eosts
anywhere lmSw&)pmrnlbyn-
ducing ive visits to phy
These s have been documented
with a variety of patients in health
malatenance organizations and with
privale patients, The paychological
treatments range from traditional psy
chotherspy of various kinds to behave
fona! interventions such as biofeed-
back, v'nulliuﬁon and other Aress
reduction

Ope just comp!tu:d study at Har
vard University suggests that psycho-
logical treatment for P‘htnu may cut
lubu'qunl health-care visits almost in

Researcher Caroline Hellman
;nd mlleazua studied 6 patients who
belonged to the Harvard Community
Heatth Plan (HCHP). They had two
types of problems—physical |ymp-
tomas with B0 known organic basis
physical Dinesses with an of:mc
csuse that are jnfluenced by payeho-
logical factors, These two categoncs
sccount for an estimated 50 to 75 per
cert of the patients seen by pencral
bractitioners. Specific problems includ
) h)petwmon. sboc}nes.x Qf I;Tu..
XL
Dess, ﬂ«p problems, eating or weight
problenss and amaicty. xtrvss and ter,

N ALCOHOLISY
TREATMENT PROGRAMS,
PSYCHOTHERAPY REDUCED
SICK DAYS AND MEDICAL
COSTS DRASTICALLY.

sion, During the six months before the
study, these patients visited the health
plan more than twice A3 often on the
aversge as other HCHP members,
The reaearchers divided the pats

gram also helped patients with inaclin-
dependent diabetes by lowering blood
glocose and gave cancer pabents &
grester sense of control and reduced
their stress,

One reason for doing studies Lke
these 1t Harvard and in Hawali is to
see whether psychological care is coats
effective; that s, Je the cost of provid-
ing mentabheslth care offset by asv
ings in other medical services? Patrick
Deleon, & ps; t who bs admion
fiteative assistant to Sen. Daniel lon.
ye of Hawall, expresses the Jes sim-
ply: “To prove that psychotherspy is
ovstelfective, you have to ahow what
kinds of therspy work under what con-
ditions and with what kinds of pe-
tients, The essence of beiog coateffec
vao:l!;. proviog that what you are doing

b Coad

are consis:

™
tent, says Bryant Wekh, an associate
ive durector of the American

devek
opedal HCHP; another took puth
the “Mind-Body Groop™ program de-
veloped at Beth Iarae] Hospital in Bos-
mBolhollhuegmpmllonh
weekly sessions during which they
were taught visualization and ways of
reframing attitudes; they also re
eeived relaxation and awareness
training.

The third group met for two s¢3-
sioas, in which the patients learoed
about the relationship between stress
and {llness and were given stress-man-
agement exercises to 4o at home. The
researchers used this £roup to comr
pare the beneﬂu of r:::htmg on!y in

prompt paychologieal h}cmnw,
you can make a substantia] decrease
in patient population needs to uwse
more expensive treatment. All the
daubdm:ethl paychological ser
vices are costeffective. There zre
some discrepancies as to bow much”
Onerusonlorm 1}

that ddf and peobl
respond dxllml!y 10 various kinds of
umapy Paychologist Robert Rosen of

the Washington Business Group on
Health {WBGH), an organization
whose members include 200 large corv

formation, the
tion of belpful treatment, aphul t.hc
bcnd‘xu of more inknsl\'t group traln.

lmmeduu-ly llu-r the study ended,
alt patients felt better physically and
payehologically. As time passed, how-
ever, oply those in the firsttwo groups
maiatained oc increased their improve
ment. They als0 used healthplan ser
vices Jeis frequently. Companng six
months befsre trestment and six
mocths after, patients in the first two
groups cut their viats tothe HCHP by
47 percent. Patients in the third group
increased thetr vinita 23 percent.

The potential s3vings to the health
plan during these six months, accord
ing to Hellman, ranged from $17) o
$202 fue each patrnt In sdditon, Juan
Borysende, s ditector of the
behavral oidntin divown at Bet
Taracl, peports that the Maud Handy pro

i

X Wt x b '

ponuomk offers this cumple‘ "ll

-on. a combm.\uon of dn::s and ply-
py ks Lkely to produce greats
etl fuins ln reducing ‘medical costs.
But for phobizs, behavional or cogni
tive iatervention may be the modt cost-
effective. It depends on what kind of
you have and what kind of

therapy you're offering.”

Alkcohol- and drugrabuse prodlems
are major causes for absence and aeci
dents in the workplaoe. Rosen, who is
director of the Insttute 0a Organiza.
tional Health at WBGH, points out,
“If you treat someone for substance
aluse, they are more likely to stay out
of the hospital. In gepersl if the bene
fits and therapy are properly de
sigwd, and there 3 a good match be
teevri the fype of therapy and the
problew, you can jolfset the vt of
thetapy by teducing, meduas
oaixtudtutes
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When Kenneth Jones and Thomas
Vischi Jooked at 12 studies of alcohol-
ism troatment programs for the Alco-
nol, Drug Abuse and Mental Health
Administration, they found that thera.
py cut medical care 26 to 69 percent
and reduced the number of sick days
38 10 47 percent. In one example, the
Philadelphia Police Department estee
mated that it saved about $1,000 in
hesith-care costs for every inpatient
who was treated for alcoholism.

Sociologist Emily Mumford and four
colleagues analyzed 58 studies of how
psychological treatment affected pa-
tients’ later medical costs and re
viewed claims files for a Blue Cross
and Blue Sheld Federal Employecs
Plan. They found that R} percent of
the studies “reported a decrease m
medicat utilization followinge pycho-
therapy.® The researchers vondud |
that the evidence they found “angaes
specifically for the Ihehhood thu
mental health treatment May inpeos.
patients’ ability to stas ke by
cnough to moid honjarad g <4 s
physical dines ™

Soctalogint Harold ity

SYCHOLOGICAL
INTERVENTION CUT
HOSPITAL STAYS
AFTER MAJOR SURGERY
BY AN AVERAGE OF
Tit0 DAYS.

———

James Blose compliial 4 foupyear
study an B8 Lo the Nauonal i
tute of Mental Hoalts o which they
Combate the hetlthow conts of pes

e u et 2N R
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was $493 Once treatment started, the
cost decreased quickly and considera:
bly to a monthly average of $239 dur-
ing the first six months and of $137
three years later.

“The overall finding of a sigmficant
drop 1n tetal health-care costs follow-
ing initiation of mentakhealth treat-
ment,” Holder and Blose concluded,
*i5 consistent with much of the prior
research.”

Another study at the former United
States Public Health Service Hospital
in Baltimore demonstrated both the
long term effectiveness and potential
cost-effectiveness of biofeedback
treatment. According to Eileen Mager.
one-time director of the Psychophysio-
logw Chnic at the hospital, patients
tevated 1 tHe chnic made about 30 per
wnt fower visits to the clinic in the
fw s vears following treatment than
tlav had before treatment.

several studies also suggest that
st older people generally use more
sataal care, of 4 more expensive
Lu 1, than young fwople do, the cost

s fin of peychologral intersention

WPeas with aite B ther rescarch,




for cxample, Holder and Blose found
tzat the most siguificant drop in
health-care costs octuss for the treat-
ed people age 65 and over and the least
for those under 45.

The benefits of therapy aren't re-
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stricted to diseases with an obvious
psychological component. Writing in
the American Journal of Public
Health, peychologist Herbert Schle-
singer and four colleagues reported

HELP ON THE JOB

be operator working his she.<

meta] press that day was angry,
upset and distracted. He was hav
mztroubleatbome,umedmpan
by akohol, and his supervisor had
just blamed him for sonething that
wasn't his fault. To make matters
worse, he hadn't quite recovered
from the effects of the drinking be

three-ton press had
clipped off part of his thumb. Phy-
sicians and physiotherapists fivally
restored use of his hand, but only
after nine woeks of missed work
and eontly rebebilitation,
Accidents like this cost US. busi-
nesses more than $32 billion each
year in disability psyments, work:
exscompenubon,lostpndnchvxty
poor morale, according to the
S'.Paulﬁreandlhnnelumnee
firms that

emic heart disease, hypertensive heart
disease, asthma and emphysema
showed that the use of mentalhealth
services reduced medical costs. Re-
viewing 13 other studies, Mamford,

that a recent study of disbetes, isch- Schlesnger and paychologist Gene
Glass also found that peychological in-

tervention cut hospital stays after ma-

jor surgery by an average of two days.

Why does counseling affect what

seem to he purely physical protlems?

Psychologist George Everly Jr. sug:

gests that we do not yet fully under

tract for outride services. Accord- sundtbelmkbetwmmmd:ndbody
ing to Willis Goldbeck, president of Everly, a visiting scholar at Harvard
the Washington Busizess Group on University, is studying why behevioral
Health, comprehensive programs interv enbons seem to work with a host
include physical fitness, card of tic and
cular risk reduction, hypertension mental disorders. He believes a num-
cootrol, nutrition, smoking m ber of dxsmes (indudmg byperten-
tion and stress management. sion, .iigraines, peptic ulcers, Pey-
programs 3dd CPR, hfe-ety)e edu- naud's disease, imtable bowel, anxiety
cation, time management acd other and ud;mtmznt problems) are “disor

wiys to manage one’s Life in a
bealthier faakion.

Although companies start pro-
grams for fuany reasss, the most
tmportant is usually to cut costs.
Do '.hq pey off? Goldbeck says

Campbell Scup Company about
25,600 2 year. Dut & singie ¢mploy-
ee ceath from such cancer costs the
company about $64,000 in medical
expenses and berefits, "They do
not kave to go too much further to
know that for each hife saved—a so-
cial good—there is a big corporate

C

most workphee accidents result
from the insbility of people to cope
with stress.

In response to a growing under
standing that how an employee
feels affects performance on the
Job and, ultimately, company prof-

its, businesses across the country
lnve begun to offer b

gain
Numerous studies have shown
that counseling and the other pro-
grams ofiered by EAP’e help com-
panies reduce absenteeism, de-
crease employee turnover and
lessen bealthcare expenses. Ac
cording to Goldbeck, a Kimberly-
Clark EAP cut work sccidents 70
percent. A five.year Dupont study

through Employee Assistance Pro-
grams (EAP’s). While the first pro-

grams usually, concentrated on al-
eobohm treatment, todsy’s 5,000
or 30 EAP'a address a wide range
of problems from child-care to emo-
tional distress,

!ounddunbe:vmge annual ben-
efit to the company srom an ako-

holism program was more than
$£00,000. Smoking cessation pro-
grams in various companies pro-
duce immediate savings in janitor:-
al costs and fire insurance.

'In short,” Goldbeck concludes,

refer employees to paychologists
and other professionals in the com-
munity. Other companies provide
counseling services on site or con-

quite apart
from the benen to the individual
and the broader "social good,” are in
the corporation’s financial self-
interest.”

8

ders of arousal” that originate in the
Embic system of the brain and are
thus helped by relaxation strategies.
These disorders respond to behavioral
interventions not only b they
have a “common pathogenic thread,”
he bebene, but because the treatment
makes patients take an active part in
their own health care.

Everiy believes that applying one
kind of therapy to a variety of disor-
ders is more costeffective than using
different approaches for each. He has
found, for exsmple, that many pa-
tients do better no matter which
stress-reduction technique he uses.

“You can't disallow the placeho ef-
fect,” he admits, “but there is a com-
mon therapeutic thread among these

wiat responds to stress re-
duction. And it is clearly possible that
certain behavioral techniques are cost-
effective ... by making the patient an
active participant in his own care.
Training patients to use behavioral
techniques instead of visiting their
doctor could greatly reduce costs,

*The best thing that could happen,”
Everly concludes, “is the hospital is
there, and there is no need for anyone
to come.” a

Carol Turkington is a science writer
who lives in Reading, Pennsylvania.
She was formerly a staff writer with
The APA Monitor.

To order reprints of this article see the
classified section.
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Executive Women:
Substance Plus Style

Men and Women of the Corporation.
R.M, Ranter. Basic Books, 1979,
$1095.

Moving Up: Women in Managerial
Careers. A. Harlan and C. Weiss.
Working Paper no. 86, Wellesley Col-
lege, Center for Research on Women,
September 1381, $5.

Human Resource Managenent. Spe-

*A new look at evidence about re-
duced cost of medical utilization fol-
lowing mental health treatment.” E.
Mumford et al. in The American Jour
nal of Psychiatry, Vol. 141, pp. 1145
1158,

“Mental health treatment and medi-
cal care utilization in a fee-for-service
system: Outpatient mental bealth
treatment following the onset of a
chronic disease.” H.J. Schlesinger et

cial issue on women in
Vol. 26, No. 2.

The Making of a Manager
) Making Groups Effective. A. Zander.
Jossey-Bass, 1982, §19.95.

. Effective Small Group Communica-
tion. E.G. Bormann and N.C.
Bormann. Burgess, 1980, $12.70.

A Sownd Mind In o Un.

S8 3 4

Chronically 11l Children and Their
Families: Today's Challesge to Health
and Education. N. Hobbs, J.M. Perrin
and H.T. Ireys. Jossey-Bass, 1985,
$21.95

The Damocles Syndrome: Psychoso-
cial Consequences of Surviving Child-
hood Cancer. G D. Koocher and J.E.
O Malley. McGraw-Hill, 1981, $27.95.
*Does pediatric home care make a
difference for children with chronic
iliness? Findings from the Pediatric
Ambulatory Care Treatraent Study.
R.EK. Stein and D.J. Jessop in Pedr
atrics, Vol. 73, pp. 845853,
“Education and Caromcally 11l Chils
dren.” S.C. Asheroft, ed. A specialis-
sue of the Pezbody Journal of Educa-
tion, Vol. 61, pp. 11129,

*CHIP: The Chronic Health Impatred
Program of the Baltimore City Pubhe
School System.” J. Case and S. Mat-
thews in Children’s Health Care:
Joumal of the Association for the

. Care of Children’s Health, Vol. 12,

; pp. 9199,

! Hclr fer the Werried
Woell
Minding the Body. Mending the

} Mind. J Borysenko Addreon. Wesley,
1967, $1495.
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Health, Vol. T3, pp. 422429,

Pain’s Gutekeeper

The Challenge of Pain. R. Melrack
and P.D. Wall. Basic Book:, 1583,
$20.45; paper, $10.93.

“Pain mechanisms: A new theory.”
R. Melzack and P.D. Wall in Science,
Vol. 150, pp. 971:979.

The Psychology of Pain. R A,
%mbuh, ed. Raven Press, 1987,

*The myth of pamless childbirth.” R.
Melzack in Pain, Vol. 19, pp. 321-337.
The Textbook of Pain. P.D. Wall and
R. Melzack, eds, Churchill Living-
stone, 1934, $120.

Pain and Behavioural] Medicine. D.C.
Turk, D. Mexckenbaum and M.
Genest, eds. Guilford Press, 1333,
$40; paper, $25.

lozs Wlll Re Boys,

l. .o
LY +, m
activate sex m‘emd traits in female
spotted hyenas.” S E. Glickman et al.
in Proceedings of the National Acade-
my of Sciences, Vol. 84, pp, 3144~
34T,

“Social organisation of the spotted
hyaena (Crocuta erocuta)” L.G.
Frank in Animal Behaviour, Vol. 35,
pp. 1500-1527.

*Sin, sickness, or status? Homosex-
ual gender identity and psychonenro-
endoceinology.” J. Money in Amer-
can Psychologist, Vol. 42, pp. 384399,
“Hormones, emotional dispositions,
and aggressive attnbutes i carly ad-
olescents ™ £.J. Susman et ul. in

. Child Development. Vol. 38, pp. 1114

134

The
Wyoteries
of Setf

Have You Had
These Experiences?

« Thatatrange, inexplicable hunch.
* The mystenous {amibarity of a
place never visited previously.
« The unconscious spesking to you
indreams.
* Theimpelling urastoassin s cor
tain way.
hese are not weird phenomena
They are the working of the nata
ral powers that he behind your every-
day conscious mind. They can be re
vealed and used to open & new life of
fulfillment, There iano greater fascy
nation and satisfaction than know-
ing your full eelf,

Let Thia Free Booklet Explain
Thf Roaicrgcu'ru.’ a nonp:of_il. v‘r‘orld-

made this knowledge available to
thousandsofmen and women through-
out the world. Write today for a free
copy of The Mastery of Life. 1t tells
how you too may receive this useful
knowledgein the privacy of yourhome.
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THIE AMERICAN JOURNAL OF PSYCHIATRY

A New Look at Evidence About Reduced Cost of Medical
Utilization Following Mental Health Treatment

Emily Mumford, Ph.D., Herbert J. Schlesinger, Ph.D., Gene V. Glass, Ph.D.,
Cathleen Patrick, Ph.D., and Timothy Cuerdon, B.A.

Meta-analysis of 58 controlled studies and analysis
of the claims files for the Blue Cross and Bluc Shield

A meta-analysss of controlled studies of the effect ot
“psychologically-informed intenvention™ on patients
following heggl 1xmck or facing surgery showed that

Federal Employees Play for 1974-1978 provid
omcually supporting evidence of the cost-offset effects
of ouzpatient mental bealth treatment. These two

pl Y resources de a powerful tool for
Evestiguting the nature of associations betucen
mental health services and subsequent reductions in
the use of other medical services. The authors found
#at the reductions in use of medical services are
asociated with inpatient rather than with owtpatient
stslization and tend to be Larger for persons over 55
years of age.

(Am J Psychiatry 14111451158, 1984}

T he literature on the phenomenon that the cost of
outpatient psychotherapy may be offset by savings
i medical expenditures began with a West German
study of persons who had psychoanalysis or psycho-
analytic psychotherapy and whose use of hospitahiza
tion for 3 5-ycar peniod was less than that of a control
group (1} This study and the subsequent lterature
were reviewed hy Jones and Vischi, who concluded
that the effect of psychotherapy was to reduce usc of
medical serviees by sbout 20% (2). A meta-analysis of
15 controlled offset studics up 1o 1978 that induded
some reviewed hy Jonos and Vischr yiclded an estimate
of the cost-offsct effeet between 0% and 14% (3).The
range of ostim wtes retlects mthodologic aws in nany
studics.
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7 p with nf about their con.
dition, what to expect, and how to further recovery—
or who were given emotonal support did better than
controf subjects on most outcome indicators (4). Thir-
teen of these expenmental studies included days in
hospital as an outcome indicator, and their combined
results showed that psychologically treated patrents
were discharged about 2 days sooner than were per-
sons not 50 treated. Devine and Cook, from a meta-
analysis of 49 controlled expeniments of the effects ot
psychocducauional interventions with surgical pae
tients, reported 1.31 fewer hospatal days for paticnts
recering mental health senvices than for patients
provided only the usual medical management (5).

Since our last review of the cost-offset htesature 1n
1978, the number of controlled studies has increased
10 58 sunable for meta-analysis (1, 6~62). It 1s feasible
now to study the vanables associated with reducsd
medial uthizauon following mental health treatment,
A second resource, the massi e fee-for-service research
daa base derved from the health sny trance daims files
of the Blue Cross and Blue Shield Federal Employees
Program (FEP), provides a complementary perspectine
for studying the same vanables. When we use these
two large sets of data. each with specaal strengths shat
may compensate for weaknesses 1 rhe other, we can
atempt 1o answet the same questions from two dis-
uncly different perspectives.
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COST OF MFDICAL UTI IZATION FOITOWING MINTAL HEA 111 IREATMENT

-

TABLE 1. The Characteristics and Findings of 58 Studses of Effects of Outpatent Psych py on t Medicsl Care Ulilizate,
L. 11 .
o Apetyeanp Outcome Measure
Seudys Range Mean Sex Seeting Intervention Qutpauent Inpanen;
Andrew (6) 24-75 54 M Inpatient surgery Instruction Davs
Archuleta et al, (7)f 15-70 45 MF All inpatient Instruction Davs
sites
Budd et al, (3) 23-63 49 MF Inpatient surgery [nstruction Intenae
care dayy
Hovpest
days
Budman et al (98 - 21+ MF Health mainte. . Short-term
nance Organiza. group therapy Visitsh
non (HMO)
Budmaa et al. (10)s> 21-56 31 MF HMO Short-term Cost
group therapy Visish
Therapy drop- Cost
outs Visits
Christopherson et ab. (1) 34-1 5s M Inpatient surgery Instruction Intensne
care dayy
Hosprtal
days
Cohen (12 21-65 - MF Inpatient surgery 3 types of Days
nstruction
Davis (135 - - MF Inpatient surgery Crisis intervens Days
tion
Delong (14} 23-64 4“4 F Inpatient surgery Instruction Days
Duchrssen et al. (138 _ 25+ MF Outp chme Psychoanaly Days
Edwards et ol (15} 17-40 29 M Navy aloobol re- Alcohol coun- Sick days
habibation cen- seling, Hospital
ter days
. Eghert rral (16) - 52 MF Inpatient wrgery Instruction Days
i Febed (170 - - MF HMO Psychiatric Visitsh
t . consultation
Feleon et ol (18¢ 19-71 - MF [npatient surgery lnsxru_ctio;l Days
nal
suppoft
Florell (19)¢ - - MF Inpatient surgery Emotional Days
support
Emotional
support plus
instruction
Folleree et al. (20)s (1st- 24-62 381 MF HMO Psychotherapy: Visitsh
and Sth-year esults 1 visit
only} 2-8
9+
1 visie Days
2-8
9+
Fortin et al, (21)¢ 20-59 - MF Inpatient surgery Instruction Days
Goldberg et al. (22)s All ages - MF HMO Shostiterm Doctor vise
psychotherapy its
Lab and X-
N ray visits
Goldberg et al (23)¢ 6-65+ -_ MF HMO Short.term Visitsh
psychotherapy
Days
Goldensohn et al. (24)¢ 0-65 - MF HMO Short-term Doctor vis-
psychotherapy its
Spevalist
visits
Laband X-
(ALY Y
Craves et al. 2§} 21 AV K] Health dinn Shoet tenn Viat
tanuly theraps
Gruen (26) H-69 - AL Inpatienst waeds Shaoreterm D
alogy * wunsehny
Hankin et al. (27)« (aver- All ages ALl 1\ Dugnotn Dintet ass
age ol st and 2nd n "ty
years versus $th and . Tahand \
$th veary . H [TIRIM]
140 iz 1 Psvehraten 140100, Oretartir 14
~ ¥ow
l" :
o A4,

ERIC

Aruitoxt provided by Eic:




MUMEORD, SCHEESINGER, GLASS, ET AL

Aruitoxt provided by Eic:

ERIC

Iychatherapy Geoup _ Control Groupt
Mean (25D) % Mean (£5D) - "

N Pre e Change N Pre Fost Change Ditferencet

2 6.32 18 678 -68
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(25.20; (=3910)
\ 16 41 15 60 B
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A1 9.3 1s 1.2 ~170
93 5961 7198 4207 93 3542 541y +5316 =39
93 9 67 +718 93 26 47 -308 ~9.0
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24 $12.70 $2.29 =426 =426
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29 32 12 4.7 =319
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3?7 n =8.1
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(24.7) {z18)
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Lt Ivahotherapy Group . . Control Groupt e
wlean (25D) " Mean (25D) “ -
N Iee Tout Change N Pre Pose Change Drfferenced
-~ 15 20 123 406
- (2147) (=166)
w 337 10 39 456
(2092) (2079)
e 331 +38
(20.59)
0 343 ! =19
(20.71)
r 49 1" (X] =109
(=L1) 209)
13 54 =18
{z16)
1°® 36 14 39 -7
(=08) (20.9)
1’ 36 =77
(209)
- n 66 -$3 -$3
1% $1647 $7.06 =57.1 4398 - -_ -_ =571
L] 6.20 10 6.36 -2
L] 597 =6.1
12 578 =91
18} 584 -$2
13 529 =168
1 523 10 639 -182
X 533 =166
9 524 =180
m 524 =180
13 5.55 -132
150 $93.22 s4162 =554 150 $35.25 $36.79 +15 =569
188 628 578 -81 =81
133 7.85 674 =141 148 439 431 -18 -123
4 564 15 7.6 =258
15 72 -53
15 62 =184
3 30 23 42 -286
9% 670 86 665 +0.83
19 un 11 30 =297
(20.74) (=30
107 65 132 $4 =226
(238) (27.5)
17 747 2N -63.7 17 6.94 712 +26 663
9 10.56 9 1278 =174
(=1.13) (£209)
9 1222 -44
(2217)
9 1278 1)
(24 66)
104 331 17.1 =483 43 1433 31.69 +1111 -169.4
104 175 095 -456 48 L19 142 +193 -64 9
104 $899.56 $468.18 -430 43 $397.54 $904.44 +127.5 =175.5
19 6.7 116 +724 +72.4
91 52 44 -15.4 342 2.6 24 =77 =77
(=5.0) (250) (3.9 (23.9)
023 015 -343 010 (2] +10 -443
44 2.5 111 ~-55.5 38 1.5 0ss ~-41.3 =142
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COST OF MEDICAL UTILIZATION FOLLOWING MENTAL HEAI TH TREATMENT

TABLE 1 {continued)
PanentDats
Age (yeans)® Outcome Measure
Seudrs Range Mean Sex Sesting Interventon Outpatient fnpatent
Ofendaki (438 3-65 - MF Fee-foe-scevce Short-term Visint
heslth cha piychocherapy Costs®
Ortmeyer (497 16-65 - Inpanent surgery Instruchion Days
plus emononal
support
N Emonona}
support .
Patterson et 3. (SO} All ages 33 MF HMO Short term Doxtor vis«
prychothetspy 133
Lab vissts
X-tay vinsts
Pxkert (S1¥ 20-63 -— MF Inpatient surgesy 2 types of Days
nstruchion
Plotnick et al, (528 15-69 432 MF 3 HMOs :Ikobol coun: Visish
g
Reget et 5). {S3)8 - -— MF Fout health care Shott-term Vist®
sercings paychotherspy
Russer et al. (S4)¢ 40-75 563 M VA inpatent fnstrucnion Days
surgery
Rosen et ). () - 200 MF  Healthsaence Short-term Doctor vis-
centet prychothetapy s
Drsgnosuc
visuts
Prescnp-
tons
Dav
Schumice et al. ($6) 20-70 - M VA inpavent Group discut- Diys
surgery non
Sherman et al. (78 28-77 474 MF HMO Alcohol coun- Costlyear
seling pet pae
nent®
Contraat
petp
nent
Seuth (S8)8 16-23 -— MF College health Short term Vit
service pyychothetapy
Surman et 31 ($9 - $0 MF Irpatient surgery Emononal Do
support
Uns (60 - - MF HMO Short-term Visies®
paychotherspy
Van Steenhouse (61)¢ 2968 - M Inpaniens surgery  Emotions] b
support
Instructon
Wilson (625 - 4 ME Inpatient sure Instruction Do
gery: Cholecys:
tectomy Relaxanon
tranng
Both
- 3Y] F Hysserectomy Instrucnon D
Relsxation
traning
Both
S
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hk.'. il areatent among wargnal panents

o~ o« ool that the icthod of subject assgnment
e soononatially et to the size of estimates

wme Indicators. Outpatient Nersus Inpatient
b ! Unlization

Ot the 48 csumates of the cffects of mental heakth
mxnt on outpatient medical ion, only five
» ame tom expenmental studies. Of the 71 estimates of
e crit of mental health treatment on inpatient
golination, 62 came from experimental studics. The
won 1s hopelessly confounded with study method:

1 ehoge and must be approached in a different way.
o studics (20, 23, 46, 85, 57) provided data that
1t an unconfounded examination of the effects of
uchotherapy on inpatient as well as outpatient medi-
1a ware utilization. In all but one, the reduction in
wpatent medieal unhization exceeded the reduction in
cutpatient utihzation. The average change was
.=1.4% cor inpatient utilization and =22.6% for
outpatient utihzation, Only one study (20) was an
aweptionto this pattern. If one assumes that these five
wwhes were drawn from a population of studics for

AUMEORDL SCHEESINGER, GEASS, FT AL

ol for 297 of all health expenditures {RS), Yet they
recened a duproportionately unall portion (2%~4%)
of outpatent mental health senses (86, These figures
suggest underunhizatian of mental heslih senices by
this age group. Older people may be less likely than
other age groups to be referred for mental health
treatinent, although their needs may be greater and
bencfits would scem to be sigmficant.

Levitan and Kornfeld (39) provided psychiatric con-
sultation to 24 clderly patients hospitalized for frac-
tured femur and compared their hospital stays with
those of a companson group of 26 patients hospital.
12¢d for the same reason without psychiatnc interven.
tion in the same months of the previous year in the
same hospital. Length of stay for the intervention

roup was 12 days shorter than the mean of 42 da
?or the control group, and twice as many of dZ:
di«l‘l P ided o Yeats 4

atients who ha
me rather than being discharged to a nursing home
or other institution,

Hill (29) studied 40 cataract surgery patients be-
tween the ages of 50 and 91 years. They were random-
ly assigned to a behavioral training group, a sensory
information training group, a combined behavioral
and sensory training group, or a comparison group
that received no speaial preparation. We would nor
expect important differences 1n length of stay, since th

whah it is hypothesized that there is 2 .50 probability
ot npatient utihzation being reduced more than outpa-
tent utthzation, then the four “successes” (inpatent
reduction sieater than outpatient) in five “tnals™ have
2 probability less than .10 of being equaled or exceed-
«d under the hypothesis.

These five studics have strengths and weaknesses
that are complementary. On balance they permit the
waclusion that the offset eff~t is hkdl to be greater
for inp dical care uuil than for outpa-
uent utilization, As we shall see, analysis of insurance
claims will strengthen this impression.

Age of Patients as a Mediating Factor in Cost.Offset
Hpects

Most of the cost-offset studies did not report find-
wgs by age of patient; we found only two cost-offset
studies of older people that were suitable for meta-
analysis (29, 39). Neither of these dealt with outpas
tient psychotherapy, possiviy reflecting 2 misleading
buas that older patients do mit profit from outpatient
psychotherapy. There are, of sourse, many case reports
and studies of positive benefits of mental health treat.
ment for geriatric patients. [or ple, le and
Verinis (67) compared the effects of two forms of
psychotherapy in a study of 61 hospitalized patients
and reported benefits for both treatment groups as
assessed by improvement in rating forms completed by
nursing staff and author/therapists.

National statistics show the same trend as the
tesearch literature, In 1980 peisons age 65 years and
older constituted 11% of the population and account.

Am | Psychiatry 141:10, October 1984

mean | stay for all four groups of patients wa
only a litle over 3 days. However. a second outcome
vanable—first venture from home after discharge—
did show sigmficant differences in the expected direce
non. The “combined” group v d out

from home, and both other treatment groups ventured
out soonet thaa the comparison group,

Since we could find only two sm£a that directly
addressed the impact of age on the offset effect, we
measured 1ts impact indirectly through meta.analysis
of the 23 studics that did teport the mean age of
subjects. In 15 inpatient ctudies the mean age of the
patients was 48.14 years, and the correlation between
the mean agelistedin cach smd{and the effect size was
~.44, indicating that older subjects benefit more. In
four outpatient studics that used visits to the doctor as
the outcome measure, the mean age of the patients was
30.53 years, and the correlation between meanageand
effect size was —,31. In four alcohol outpatient studics
the mean age of the clients was 35.8 years, and the
correlation mean age and effect size was
=.78. Thus in three different sctings with three differ-
ent populations a consistent finding emerges: Older
people tend to have greater offset effects following
mental health treatment.

METHOD 2: ANALYSIS OF HEALTH INSURANCE
CLAIMS FILES

The clamms files of the Blue Cross and Blue Shield

FEP from 1974 through 1978 contain the medical eare
charges for a national sample of 6.7 mullion federal

1153
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cmployees, Fetiros, survivory, and fanuly members
Abeut $3% of all federal employces were unwured by
FEP during these years, provadiog the largest foefor.
service data base available, The provedures far transe
forming the claims files to rescarch fles are doanbed
clsewhere {87). About 1.5% of persons covered res
ccived some form of mental health senvices in any 1
year during the $-year period, or about 3.9% duning
the $ years. This proportion is consistent with other
reports that 1% 10 1.8% of gencral medical patients
;e;tivc psychiatric treatment 1n a J-year period (88,

).

Previous work (87) has shown a dose-response
relationship for psychotherapy and medical care utilie
2ation, with a cost-offset cfect becoming clear afrer
about six psychotherapy visits. In the present study,
therefore, we examined the medical utilization of 3
group of persons who had at least seven outpatient
mental health treatment visits beginning in 1975 but
no psychiatric inpatient claims at any ime. We com-
pared their medical care utilization with that of 2
randomly selected subsct of persons who fled no
mental health daims throughout the § years of the
data base, Each person in both groups was drawn from
a contract that was active from 1974 through 1978
and was required to have at least onc medical claim of
sy tize & 1978 lohenm dlchc s;udy. The dalu lhu}
repeesent persons who made at least minimal use o
medical care services. About 19% of contracts filed no
cedms during the S years. To ensure that diffegences in
death rates would not bias the results, cach person
over 3g¢ $5 had 10 have 3t least one dlaim of any kind
in 1978, the last year of the data base

This nlmhod of compahrison avoids ¢ pitaliung on
seatiscical regression to the mean, since ‘yoth grou,
wese compared on calendar time and hid the un;::
requirement to enter the study, 2 medical daim in
1975. W were thus able to compare the medical care
uvulization of the two groups for § year before the year
of the ent virement and for 3 years followng it,
which is also year in which cach person in the
trestment group began a first ?ﬁsodc of outpaticnt
psychotherapy with or without drugs.

RESULTS 2
Evidence of General Cost-Offset Effects

Figure 1 shows that in 1974, the year before the start
of mental health treatment, the medical charges for the
treatment group were markedly higher than those for
the comparison group, 3 finding consistent with the
literature that suggests excess morbidity from physical
disease among the mentally ill (90, 91) and our carlter
findings (87). The medical charges of both groups rose
in 1975 in part as an actifact of selecion—cach person
was required to have at Jeast one medical claim in that
year. The medical care charges of both groups then fell
in 1976 and rose again at a slower rate from 1976 to

1154
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FIGURE 1 Total Medscal Charges of Pecsons Wan
Outpatient Mental Health Treatment Visits From 1
1978 But No Inpatient Pipchistne Claimg (Kw
Random Sample of Persons With No Mental Y
Clasns (= 32,450

o
g 0 Vestal NITN Uresteest o

Con,
amm;

eIt

T s e wr s

'Mwmtmwnhwuknummd&--ﬁ
Thost ever age 35 at beast 0ot Claves oa 1973,
The saflation rate was 1) ¢%yvar,

1978. Following mental health treatment, the medl
care charges of the treatment group increased w
slowly than the average inflaton rate of 13.6%
year. In contrast, the charges of the comparison geg
increased faster than the inflation rate. If we adjuse
means for 1975--1978 for the difference berweamt
groups in 1974, the adjusted means of the
group were significantly lower than those of the
parison group during cach of these 4 ycars (t==%
=244, =2.69, and =3.77, respectively, p<.0S5)
The treatment group was younger than the comge
son group (33.6 years versus 39.4 years) and contsll
more females (59.6% versus $3.2%). Since ues
medical services increases with age, is higher
females, and varics geographically, it is posuble
differences in utilization favoring the mental
group could be explained by these variables.
we adjusted the means of the mental health tres
and comparison groups for age, sex, and reg
differenices by the method of ighted means
sis (92). Removing the “nuisance variables™ in
way did not alter the general form of the findings.
adjusted means were different, but the pattem
differences was not affected. Therefore the fol
analyses will be based on acrual means whose
ings arc perhaps intuitively casicr to grasp.

Cost-Offset Effects in Claims Files: Qutpatient
Versus Inpatient Medical Utilization

Figute 2 compares the outpatient and inpaticst
medical care charges of the persons whose total mede-
cal charges were graphed in figure 1. Outpatient
charges include physician office visits, outpatient labo-
ratory charges, and p p drugs. Inpagest
charges include all medical charges incurred while the
paucent was hospitalized, c.g., hospital bed, phynciss

Am | Prychiatry 141:10, October 194

]




ERIC

35

«

3 tapatent and Outpatient Meducal Charp Aroom
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TIGURE. 3. Difterences in Mesa Inpatund Charpes for Four Age
Groups of Pertons Wath at Least Seven Meatal Heatth Treatment
Yty From 1974 Threugh 1978 Out Ne lapetrent Papchiatng
Clawnt and 3 Random Sample of Persons With Mo Mental Health
Treatrment Claem?

£

¥

%

[X] 1 s i n

1
PO

e, ond other charges billed separately dunng the
uhulion.

& s clear that in every year the mental health group
et mare in outpatient charges than the comparison
7on Thecunasare nearly parallcl, After adjustment
of the means for 1975 through 1978 for differences
evacen the two groups in 1974, the only significant
Soctemnc between them occurred in 1975 and {avored
e comparison group. The mean Inpatient medical
aee «harges of the mental health group were also
et than those of the comparison group in 1974.
St in 1978 they were Jower, and in the intervening
wtan they were nearly indistinguishable. After adjusts
acrt of the means for differences in 1974, the ments]
Meokth group had significantly lower inpatient medical
arc charges in every subsequent year. The cost-offset
cfect that we saw In adjusted rotal medical charges
w3s prinatily the result of a Jowering of inpatient
wcdical charges for the mental health group,

Cont-Offset Effects in Claims Files as Meduted by
Patients” Age

An cxamination of the cost-offsct cHect for narrow
:rsubtm is complicated by the necessanly small sizes

these groups and the high varianccs characteristic of
wodical chims data, Since most persons oblain medis
! care only occasionally, claims data consist mostly
of 2¢r0 entrics, Claims gencrally range from a few
tolhu 1o several hunldnd dollars, w:lt a few mud’:

rger entries, In smsll ps, & $in rson witl
atrsordinanly high mm.ghims cn E:masc the
nniance derably and complicate the interpretss
toa of diffcrences among group means. We can avoid
this problem by removing the extreme cases, defined as
penons with total medical charges over $20,000 in a
sungle year, from both the mental health and comp

/\‘1
|

\
5

m I 1w 1 m

Lo footants 8 4 Agwe | Prrvess exh 100l Gurdocal charpes Ciceeding
$0.000 n Any one yrar were exchoded.

Tt sample 1208 far the mnental Meakd wrestment dad P
wert an foliewy’ 19 yesrs of youager, 1,744 oad 1,183, respoctively; 2004
nu&.;ﬂnl’.‘:l:w years, 1571 sad 10.M), aad 35 or edicr, 394
wd .

FIGURE 4, Cilorances b besn Outpationt Medical Charges for Four
Age Groups of Persont With 3t Least Seven Mental Health Trestment
Vits From 1974 Through 1978 Bt Ne Inpatient

and a Random Sample of Persons With Ne Mental Health
Treatrwont Clalmse
by site -
= e
gm 24—
gm \’/——_//
[ ey
g . .« - e - . .
= n nn w Wy s

“See foctane o in fgure 1. Prrioss wxh Joul medaal charges $xceedng
Whvded,

ered the mean of cach group by only a few dollars and
reduced the size of both groups by only 0.4%. Thus
variance and standard crors were minimized without
altering the general form of the finding:

To emphasize the relative differences in medicat care
utilization of age subscts, figure 3 displays differences
between the mean inpaticnt medical charges of the
treatment group and the comparison group for four
age groups. Figure 4 presents the 13me differences for

i dical utilization. Negative differences

#n groups.
Removing the extreme cases from both groups low.

Am |} Psychiatry 141:10, October 1984

(beﬁ)w the 2¢cr0 line) indicate that the treatment group
had lower charges than the comparison group. A
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falling curve, whether above ot below the zero differ.
ence line, indiwcates 3 cost-offset cffect, Graphing differ.
ences in this way r the inflati h N
since it affects both groups equally.

A comparison of figures 3 and 4 show that the costs
offict cffects scen for total medicsl charges rosulted
largely from lowered inpaticnt medical charges. Furs
ther, the oldest age group among the mental health
treatment persons, those over S8, clearly showed the
mout dramatic decrease in hospital charges: in 1974
they had average inpatient medical charges more than
$160 higher than tﬁo« of the comparison group. In
1978 they were spending $70 leas, Tﬂix finding cannot
be explained by selective dropout, since all persons in
the oldest age groups were required to has ¢ at keast one
claim in 1978,

Figure 4 shows that the differences in outpatient
m~dicsl charges of all the age groups remained fairly
constant over the 3 ycars and that the exp of

show that repients of mental healih services wffe.:
morc chronic discase and are phymeslly sicker tha
people who do not use paychiatnc scrvices (3, 87, 93)
The effects of outpatient mental health treatmen
cannot be explained as simple substitution of une
outpatient scrvice for another,

Older people gencrally use more medicsl servin
and motc cxpensive inpatient services, leaving moe
room for cost reductions. But other factors may aho
contnbute. Many older people have special menty)
health needs lollowin; emotionally distressing cveny
such a5 suffering physical discase; expeniencing Joss of
friends, spouse, soaial status, or income; being victimy
of erime; or being forced to relocate, The 1975 Hamis
survey showed that 8% of the respondents 65 and
older said they had no close person to talk to, com
pared with $% of the r:gondm:z under 65 (941
Older men and women often have multiple sodal

blems and more than ons chronic discase or dn.

the mental health group were higher in every ycatthan
those of the companison group, The slight dips in the
curve of the oldest age group reflect the face that those
over 3gc $$ in the mental health treatment group had
significanty lower outpatient charges in 1975 and
1977 (t= =431 and =1.99, respecuvely, p<.05).

These findings for fee-forservice health insurance
subscnbers are gencrally in accord with findings de-
rived from our mcta-analyics of studics done in orgas
nized medical care settings and hospitals using both
experimental and timeesenies methads.

DISQUSSION

Retrospective analysss of health insurance claims
data meta-analyses of timesserics studies and
prospective controlled exper | studies converge
13 provide cvidence of 3 sfntl'al coﬂ-oﬂ}fl :If«}

L Py ) The P
and pcn?utm evidence of reduced tate of incresse of
medicsl expense following mental health trcatment
argucs for the Inseparability of mind and body in
health care, and it slio argues specifically for the
likelihood that mental health treatment may improve
patients” abilir{oxo sy healthy enough to avoid hospis
tal admission for physical illness.

The clearest cost-offset cioct 2ppears largely in the
reduction of inpatient rather than outpatient costs, As
we noted in 3n eardier study (87), inpatient charges
sccount for 75% of total medical charges and substans
tial savings would have to result from reduced hospis
talization. Older patients show larger cost-offsct cffects
than younger oncs. These findings could be surprising
to anyone belicving that mental health treatment is
n«rsnnlé more chective for younger than older peo-
ple. The findings could also be sutpris g if one had
assumed that reduction of medical services agsociated

“with psychotherapy is a function of Leeping “the

worned well™ from *“clustering outpanent services ™
We have presented more detaited evidene elsew here 1o
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ability. Yet on average they are scen for a thonr
period of time by their doctors during outparicnt visin
(95). Older people may also be in jeopardy becowe
their lives lack the structure of a daily work ressiac
and the supportive social networks associated wik
employment. The clder patient—cven if volublc shew
physical symiptoms or pecves——may not volwmeser
much about emotional distress to 2 much younget
rhpidan, who al50 may not inquire abaut guch pred
lems when examining an cldedly patient. Such 2 weme
tion it not promising for eatly detection of nced fer
mental health inteevention, noe is it optime! for scuwe
€ooperation between patient and physician in dhe
cllective mn:‘n‘;;:mim of chronic iliness that would

for hos;

In view of the needs of the older population, plarcd
psychological intervention may have special, Asn
tages. Provision of mental health services te ol

le could serve to shore up fagging determinaiion
mollow medical advice and to stay healthy and
socially engaged. Evidence from onc study of patet
educstion and support for hypertensive patients
ported that the special program had a more postive
influence on compliance among clderly than among

Watients (96).

”iﬁs. of the evidence from the literature and l':
our studics of health | claims, underutihizat
of mental health seevices by the clderly may teovlt®
necdless suffering among the clderly and necdlos 0%
to society.
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STATEMENT OF DR. CAROLEE DeVITO, Ph.D., M.P.H,, DIRECTOR
OF PLANNING AND EVALUATION, SOUTH SHORE HOSPITAL,
MIAMI] BEACH. FI.

Dr. DeVrro. Thank you, Senator. I appreciate the opportunity to
provide an overview of our recent efforts related to risk reduction
and prevention among the elderly. I am an associate professor and
vice chairperson of Family Medicine and Community Health at the
University of Miami and work with the South Shore Hospital and
Medical Center as their Director of Planning and Evaluation.

The major topic I would like to discuss this morning can be de-
scribed as the technology of geriatric assessment and planning.
This includes developing appropriate linkages among providers to
enhance the match between services that are needed and services
that are actually delivered to the elderly. The ultimate goal centers
on maximizing patients’ ability to live independently and minimiz-
ing risks, such as unnecessary or premature institutionalization,
disease progression, and pain or suffering.

Before proceeding with this discussion, I would like to raise brief-
ly an additional.topic which has.been the focus of our efforts. Cur-
rently under way is a 5-year epidemiological study of falls among
the elderly in our community. It is funded under a cooperative
agreement from the Centers for Disease Control.

Injuries among the elderly are a major public health concern—
Dr. Eisdorfer has already alluded to them—in terms of death, in
terms of disability, and also in terms of medical costs. Persons 65
years of age and over constitute about 11 percent of the population,
3ut til;ey account for 45 percent of the unintentional home injury

eaths.

In the United States, there are over three and a half million in-
juries per year that occur to persons 65 years of age or older in
their home. In our area alone, in the 8 years that we have had a
surveillance system set up, there have been over 4,500 falls brought
to our attention.

We need nzational support, and we need local implementation
strategies to attack this problem, both in the academic think tanks
to identify the risk factors and in the community settings that in-
stitute some of the programs that we already know could be effec-
tive.

At this time, I would like to return to the discussion of our hospi-
tal initiatives in long-term care program. These 24, Robert Wood
Johnson Foundation-supported programs vary cons) ‘erably across
the country. However, they have all been developed with the recog-
nition that no other community institution serves more older
people than the community general hospital.

With the collaboration of South Shore Hospital and Medical
Center, we have directed attention to the constituency of older per-
sons in the unique catchment area of South Miami Beach. The risk
reduction problems and delivery of care are the same in South
Miami Beach as in most other communities, but here—due to sheer
numbers, economic deprivation, and the geographic isolation of
that community—the problems really exist in a blatant form.

Using the same term that Senator Graham mentioned, we
dubbed this a natural geriatric laboratory for the study and imple-
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mention of innovative programs. Selected estimates from last year
provide a little bit of a profile of that target popul..tion, too. About
40 percent of those people are hospitalized more than once a year;
they are very frail.

ey are very functionally dependent; they are in need of great
numbers of services at dbcgarge. For example, almost 60 percent
need help bathing; over 30 percent need help dressing; 16 percent
need help using the toilet; over 11 percent need help eating; and
over half need help with things like shopping, doing laundry, and
housecleaning and so on. They are very isolated, and they are in
great need of communitybased services.

The geriatric assessment and planning program has responded to
those needs with about 5,000 recommendations annually in 14 dif-
ferent service categories. The program’s successes are highlighted
by the large numbers of individuals for whom well-defined needs
are linked specifically to community based service delivery, pro-
moting the highest possible level of independence and functional
ability. Its frustrations result from the inability to facilitate link-
age to service for significant numbers of patients with well-defined
-and weil-measured needs.

The constraints generally are a result of inability to pay and the
limited access to subsidized programs. This results in obvious com-
promises to the quality of life and a real and cruel substitution of
preventable hospital stays for in-home care. Though we fully recog-
nize the uniqueness of the South Beach setting, the kinds of prob-
lems that we face in meeting the needs of our frail elderly have
been echoed around the country.

These types of programs have demonstrated that the acute care
sett'ngs do provide previously underutilized opportunities to en-
hance care to high-risk elderly through a number of strategies and
that important benefits accrue from things like standardized and
systematic comprehensive assessment, the application of interdisci-
plinary team care, effective linkages among multiple providers and
levels of care, as well as continual monitorinfg systems.

Despite their feasibility and their irrefutable benefits, these

strategies really have not been mainstreamed into the care of older
gersons.. Furthermore, there are blatant, unmet needs persisting
or service delivery, such as in-home personal care and supportive
housing. It is clear that unique programs of service delivery for
tens or even hundreds of patients, such as the social HMO’s or
even the hospital initiatives demonstrations, may be important iso-
lated success stories, but they will prove to be trivial.

Deliberate efforts to resiructure entitlement and control over
services for the typical needs of all of our elderly provide the only
hepe for significant risk reduction.

I certainly recognize the role of new knowledge and new technol-
ogy, but our failure to recognize opportunities for risk reduction
and prevention for the elderly represents an application of technol-
ogy at its worst. Furthermore, the most painful gaps exist between
what we currently are quite capable of doing and what we routine-
ly deliver.

We need reimbursement for assessment and care coordination,
commonly called case management, as well as a known appropriate
range of community-based medical, social, and supportive services
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to prevent unnecessary compromises to independent living, unnec-
essary or premature institutionalization, and repeat hospitaliza-
tion. Thank you. ]

Senator MrrcHeLL. Thank you very much. That has been very
helpful.

[Applause.]

Senator MrrcHELL. Ms. Carbonell, welcome.

[The prepared statement of Dr. DeVito follows:]
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Testimony
BY
Carolee A. DeVito, PhD, MPH
Associate Professor and
Vice Chairperson
Department of Fauily Medicine and

Community Health
University of Miami School of Medicine

Senator Gf:b—am. Senator Mitchell and members of the Senate
Finance Committee, my name is Cgrolee A. DeVito. I am an associate
professor end vice—chairperson for the Department of Family
Kedicine and Comuni‘ty Health of the University of Miami School of
Medicine. My background and training include public health as well
aa the organization and delivery of health services.

I greatly appreciate the opportunity to provide an overview of
our recent efforts related to risk reduction and prevention among
the eldcr]:y. For the past several years, the University of Miani
School of Madizine has focused its hz2alth systems development
capabilities on thes care of older persons. In fact, under the
leadership «f the Department of Family Medicine and Cormunity
Health, high risk elderly populations were identified and
community-oriented health care strategies were developed to better
meat their needs.

Our efforts attracted funds from the local private sector as
well a8 local and national foundations including a W.K. Kellogg
Foundation grant to dsvelop assesszment :echnolog'y for long-tem
care needs in acute care hospir.nl;.. Additionally, the University
of Miami's community hospital project, the Geriatric Assessment
and Planning (GAP) Progran, enjoyed: four years of gupport as one
of 24 sites in the pation and the only Florida site in The Robert
Wood Johmson Foundation's Progran for Hospital Iaitiatives din

Long-Term Care (HILTC),

The =major topic I would 1ike to discuss this morning can be
described as the technology of geriatric assessment and planning.

This 4includes developing appropriate linkages among providers to

O
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enhance the match between services needed and services actually
delivered to the elderly. The ultimate goal centers on maximizing
patients' ability to live independently and rininizing risks such
as unnecessary or premature institutionalization, disease
progression and pain or suffering. '

Before proceeding with this discussion, I would 1like to raise
briefly an additional topic which has been the focus of our
efforts. Currently u.der way is a five year epidemiological study
of falls among the elderly in our community, funded under a
cooperative agreement with the Dade County Public Health Unit and
the federal Centers for Dis:ase Control in Atlanta. The study
resulted from a recognition of the individual and societal burden
of preventable injuries among the elderly.

Injuries among the elderly are a major public health concern
4n terms of death, dissbility, and medical costs. Persons 65 years
of age and over constitute about 11X of the U.S. population, but
they account for about 45% of all unintentional home injury deaths
(National Safety Council, 1982). In: the thnited States (1981) over
3.5 wmillion 4njuries, 14.2 injuries per 100 persons per year,
occur to persongs 65 years of age and over as a result of home
injuries (National C:inter for Health Statistics, 1983). Persons 65
years of age and over also have the largest number (over 76

nillion) and the highest rate (308.3 per 100 persons per year) of

days restricted activity as a result of homs injurfes than at any
other age group, and the largest mumber (over 22 million) and the
highset rate (91.2 per 100 persons per year) of days of bed
disabiltiy as a result of home injuries than any other age group.
For persons 65 yeais of age and older, ‘falls and fire and burns
are the most common causes of unintentional injury death in the
home. On South Mismi Beach alone, over 4,524 falls have brought
the elderly to hospitals and their emergency rooms 8ince our
aurvcillagca began less than three years ago.

These problems are more poignant for the very old. The death

rata from all uniatentional injuries for those 75 years of age and
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over 18 more than 2 1/2 times that of teenagers and young adults,
the next most vulnerable group. (National Safety Council, 1982).
Persons 75 years of age and over have the highest injury death
rates for many causes including falls and fires and burns (Baker,
1984) .

Despite its obvious importance, 1little attention has been
given to the identification of factors which can be changed to
reduce injuries among the elderly. HNational support and local
implementation strategies are needed to attack this problam in
both academic think-tanks and coumunity settings. Collaboration is
needed to heighten awareness, to provide education and outreach,
to implement changes in contributing personal, medical and
environmental factors, to monitor the effectiveness of specific
interventions and to disseminate the lessons learned.

As I explained, this is uot the msin topic about which I was
asked to comment. However, it is of importance and relevance to
your deliberations. Other members of our research team and I would
be most pleased to provide you with additional infoimation at your
request.

At this time, I would like to return to a discussion of our
Hospital Initiatives in lLong Term Care program. The HILIC projects
vary considerably across the county. However, all have developed
with the recognition that no other community institution serves
nore older people than the community general hogpital (S.J. Brody
and N.A. Persily, Hospital and the Aged, 1984). The Miami effort,
the Geriatric Assessment and Planning (GAP) Program, developed
techniques to redefine and reshape the care of older persons by
recognizing the unique opportunity to bring standardized and
systematic multidisciplinary assessment and planning technology
for long-term care literally to the bedside of acute care
inpatients., Rather than competing or repeating services which may
be available, the GAP Program core provides formal strategies to
train community-based physicians.and hospital staff in techniques

of multidisciplinary assessment and interdisciplinary planning,
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integrate hospital teams into co_u.nity provider networks, link
the community hospitel role with the broad array of coumunity-
based providere, and to track the match between needs and services
deliversd among multiple providers.

Our work on the Gap Program began in 1980. In collsborstion

with South Shore Hospital and Medical Center, we directed

attention to the constituency of frsil older persons in the unique
catchment sree of South Miemi Beach, Floride.

South Shore Hospital and Medical Center, 1is s not-for-profit,
comunity hospital affiliated with the University of Miami School
of Medicine. It 'is the only hospitsl and primary heslth csre
center for the 3.03 squsre mile southernmost tip of the City of
Miani Beach island (South Besch ) and it is located sbout five
nmiles from the University Medical Center campus. Although the
demographics of South Beach have changed over the psst decade,
perticulary in response to large influxes of immigrsnt/"entrants”,
health and human eervices delivery to the elderly remsins a
dominant responsibilty to providers in this area.

The South Beach population can be characterized as sn
ethnically diverse, poor elderly community in an urban, though
geographically isclated catchuent srea. The 1980 census portrsyed
this 1s a densely populated urban srea with approximately 46,000
permanent residents, 60% of whom were over 8ge 65. Currently,
South Besch has one of the highest concentrations (perhsps the
highest) of older persons aged 75+ snd ages 85+, of any community
representing 28% and 7%, respectively, of its totsl populstion, or
60% and 12% of its elderly populs:i'.on. About one-quarter of sll
South Besch elderly sre estimsted to be below the proverty level
snd over half live slone. The challenges of risk reduction srd
delivery of csre are the same 88 in most other communities bu*
here, due to sheer numbers, economic deprivation and geogrsphic

ieclatfon, problems exist in a blatsnt form creating s '"natursl

geristric  lsboratory” for the development snd testing of

imovative progrems.
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The development of the Geriatric Assessment and Planning (GAP)
Program and its various modules has followed a parediga of
Commnuity Oriented Health Care, ' founded upon therapeutic
objectives of maximizing pati_c;nr. functional health
status and patient autvnomy, while, in theory, driven by an
assessment of needs and evaluated by impact on the health cutcomes
of a defined community. Given the reflection of South Beach
demographics upon the hospital's acute care servicea—median
patient age of 81 years and 761 geriatric (1986 data)* -~ the GAP
Progran initially targeted elderly hospital inpatients.

Supmarized below are selected estimates from last year to
provide a profile of the target population:

e Frail

- About 40% are hospitalized more than once a year.

— The pedian nunber of diagnoses per patient admitted is
four.

~ Over 107 have specific psychoses while nearly half sre
categorized as confused or disoriented.

e Punctionally Dependent

- Approximately 25% hearing impaired, 75% vision impeired.

*The University of Miani Comprehensive ®ain and Rehabilitation
Ceriter moved to Soutk Hlere Hospital and Hedical Center in
November of 1985, -.gnificaliy chkangicg the inpatient mix, which
uniil that tine vas o.t: 904 geriatric.
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=~ Activities of Daily Living - Katz score* at discharge
"A"’ 81 llBll’ 201 llcll’ 61 I'Dll’ 131 llall’ 81 IIFII’ 201 llcll'

~ In need of Buman Help at Discharge -
17% need help to obtain/take medication, 59X need help

bathing, 34X need help dressing, 16% need help using the

toilet, 13X need help transferring, 11X need help
eating, 127 need help walking, S$0% need help preparing
meals, 521 need help shopping, 50X need help doing

laundry, 52X need help housecleaning, 251 need help with
transportation.
e Igolated
- Less than S0 of needs identified have formal or
informal resources inplace prior to program enrollment
= About one third live alone
® In Great Need of Community~Based Ssrvices
~ Approximately 53X of patients are discharged to ;ome
with an additional 14X discharged to ACLF'gk*

= Community-based services are recommended for over 60X of

patients at discharge.

*for bathing, dressing, transferring, toileting, eating/feeding,
bowel and bladder continence -~ A= Performance Without Assistance
in any of the functions; B through G, Needs Assistance with one,
two, three, four, five, six functions, repectively,

**Adult Congregate Living Facility
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The GAP Program has responded to those needs with about 5,000

recomsendations annually in 14 different service categories

(including skilled nursing, phyai_cal therapy, occupationsl
therapy, speech therapy, attendanf/supetvh!on. personal care,
neals, shopping, laundry, housecleaning, transpe:rtation,
adaptations to living space, pat!en:/}anuy education/trsining,
equipment/ supplies and. others),
The program's successes are highlighted by the large nuzbers

of individuals for vhom well-defined needs are linked specifically

to community-based seorvice delivery, prowoting the bhighest
possible 1level of independence and functional ability. 1Its
frustrations result from the insbility to facilitate linkage to
service for significant nunbers of patients with well-defined
needs. The coustraints generally are a result of inability to pay
and limited access to subsidized programs. For example, we have
documented waiting lists of up to nine months for “Community Care
for the Elderly" personal care azd homemsksr services with
exacples of excess need for rehospitalization while patients avait
cormunity-based services. This resulcs in obvious cozpronises to
quality of 1ife, and a crusl substitution of likely .preven:abla
hospital stays for in-bome care.

Though ws fully recognize the uniqueness of the South Beach
setting, the kinds of problems faced in meeting the needs of our
frail elderly have been echoed by the Hospital Initiatives in

Long-Term Care Program sites across the country. These types of

programs have demonstrated that acute care settings provide
previously underutilized opportunities to enhance care to high
risk elderly through a number of strategies, and that izportant
benefits acrue from. standarized e’yatm:!c and coxprehensive
assessment, the application of interdisciplinary teaz -care,
effective linkages among multiple providers and levels of care as
vell 88 continual monitoring systems. Despite their feasibility
and 1indisputable benefits, with the exception of dewmonstr tion

prograns and unique waiver-dependent rituations, these strategies

¥
9 - 52
~ Ly e g—— zsm..m___._.__-*___.___.J




49

have not been wmainstreamed into the care of older psrions.
Furthermore, blatant unmet needs psrsist for service delivsry such
ss in-homu personsl care and supportive housing.

It i8 clear that uniqus programs of service delivery for tens
or even hindreds of patients, such as the Social IMOs or even the
HILTC demcstrations, =ay be important isolated guccess stories,
but they will prove trivisl., Deliberate sfforts to reltruc;ure
entitlezent and control over services for the typical needs of
all our elderly provides the only hcpe for significant risk
reduction.

Though I certainly recognize the role of new kaowledge and
technology, our failure to recognize oppnrtunitg;n for risk
reduction and prevention for the elderly represents an applicstion
of technology at its worst. Furthsrmore, the most painful "gasp"
sxists between what we currently are quite capabls of doing, sud
what we routinely deliver. Ve need refzmbursement for sssessuent

snd csre coordination (csse management), ss well as the well known
appropiate range of comxunity-based medical, social end supportivs

services, to prevent unsecesssry compromises to independent
living, unnecessary or premature institutionslization and repest
hospitalization. )

As you night imagine, we have coupiied &2 significent amount of
detailed information to describe our program efforts and tbe

thoussnds of patients we have served and monitored. We would bs

happy to share these st any time.

o 53
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PICTORIAL REPRLESENTATION

NUMRER OF RECOXMENDATIONS
FOR COMMURITY-BASED SERVICES, NUMBER

OF REFERRALS TO COMMUNITY-BASED

SERVICES AND NUMBER OF LINRAGES TO

COMMUN1TY-BASED SERVICES,

GAP PROGRAM
1986

RECOMMENDATIONS FOR SERVICE*
(4933)

REFUSALS
(BY PATIENT, FAMILY

OR PHYSICIAN)
(1910)

REFERRALS TO SERVICE
(3023)

(165)

'/ FAST-FOLLOWUPS

NO SERVICES
(1825)

v

LINRAGES WITH .
COMMUNITY-BASED SERVICES
(<943)

#IN )4 DIFFERENT SERVICE CATECORIES: SKILLED NURSING, PHYSICAL THEZRAPY,
OCCUPATIONAL THERAPY, SPEECH THERAPY, ATTENDANT/SUPERVISION, PERSONAL
CARE, MEALS, SHOPPING, LAUNDRY/HOUSECLEANING, TRANSPORTATION, ADAPTATION
TO LIVING SPACE, PATIENT/FAMILY EDUCATION/TRAINING, EQUIPMENT/SUPPLIES,

OTHFRS.
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P1CTORIAL REPRESENTATION
NUMBER OF ASSESSMENTS
BY TYPE O ASSESSMENT

GAP PROGRAM
1986

ADMISSIONS TO SOUTH SHORE HOSPITAL

ENTRY
AND MEDICAL CENTER WHO ARE 65+ YEARS
2452
. - ~
ASSESSMENT 2452 ASSESSMENTS AT-ADMISSION
- TO HOSPITAL
(100% OF PATIENTS 65+ YEARS)
556 DISCHARGE PLANS FOR
PATIENTS RETURNING TO
NURSING HOMES
(23% OF PATIENTS 65+ YEARS)
. . Vv
1890 ASSESSMENTS DURING -
HOSPITAL STAY
(772 OF PATIENTS 65+ YEARS)
INITIAL PLAN *2465 ASSESSMENTS AND SERVICE

RECOMMENDATIONS AT DISCHARGE
(100Z OF PATIENTS 65+ YEARS)

*THERE ARE NUMEROUS READMISSIONS WITHIN THE YEAR, THUS THE WORKLOAD
2465 DISCHARGE PI.ANS REFER TO 1652 TOTAL PATIENTS.
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STATEMENT OF JOSEFINA CARBONELL, DIRECTOR, LITTLE
HAVANA ACTIVITIES AND NUTRITION CENTER, MIAM], FL

Ms. CarBoNELL. Thank you. Thank you, Senator, for giving me
the opportunity to present my testimony on our experience on
what we do et the front line and at the provider level in senior
center activities and nutrition programs. I am the Director of the
Little Havana Activities and Nutrition Centers, and we operate 12
centers throughout Dade County; and we provide services to over
21,000 unduplicated clients a year.

To use policy makers terms like health promotion and risk re-
duction have great meaning; to the people whom we serve, they are
{ustlwords. Let me tell you what does have meaning, though, at our
evel.

At 4 o’clock in the morning, people start to line up at our centers
to make sure that they get one of the tickets that assures them a
meal that day. Four o’clock in the morning I said. They don’t do
that just for the meal, but the reality is that their lives revolve
around the day at the center.

If they are too late to get a meal ticket, if they are too late to
break bread with their friends, then they feel that there is no place
for them that day.

Lectures on exercise and nutrition and health promotion, even if
given in Spanish, are not likely to change habits of a lifetime.
Many of our people suffer at an early age from heart disease, dia-
betes, and cancer. So, we have to take a different approach.

We mix green beans—a salad, they don’t like—with a little .,eef
in some stew and spices, and we call that—“carne con papas.”

We don’t have something called aerobic dancing, and certainly,
the Jane Fonda tapes don’t sell in our community very well. But
we do put on some Latin music around 11 o’clock in the morning
and dance and exercise and stretch out. Almost everyone partici-
pates, except the incurable domino players; but more important,
there is regular, ongoing health screening for diabetes, cholesterol
levels, blood pressure, and glaucoma that picks up danger signs at
an early stage and enables us to intervene with one-on-one counsel-
ing and referral. What I am saying is that we do it our way, and it
works—with food, with exercise, with screening, with education.

Health prevention is really a byproduct of the way we create a
sense of family and community and companionship in our commu-
nity. The meal we serve s, for many of our clients, the only hot
meal they receive in a day. Sometimes you see them leave at the
end of the day with a piece of fruit and a little container of milk,
and that is probably what they will have for their evening meal.

The food tastes like it is Cuban food or Latin food, but it is care-
fully selected and balanced to meet most of the nut.itional needs of
our clients.

Just as important as the nutritioral content of the food is the
fact that people eat it in a social se..ing. For many, it is the only
time that they are not eating alone. We are not a social club, but
we are more.

We are their eating club, but we are more. We are in a real
sense their family and they are ours. This is a country where
people live as strangers, where the extended family that dorninates
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the Cuban and Latin traditions is disintegrating, where the elderly
are not honored or valued except at election time. Those are reali-
ties, but they are not unchangeable realities; we can alter them
and we are altering them, and I want to tell you how we are doing
that.

You can sum up almost everything we do in heaith promotion
and risk reduction in two words: participation and contribution.
Let me talk about participation.

Participation is health promotion in a fundamental sense and
participation is risk reduction. We cannot preach health promotion
and expect behavioral changes, but we create a peer culture where
health promoting activities are taken as the norm, when it is so-
cially acceptable to have your blood pressure taken or your sugar
level checked.

The mind and the body interact. Social interaction and mental
stimulation are not reimbursable under Medicare as a treatment
modality, but we are not willing to wait until social isolation be-
comes so acute that it requires medical intervention, hospitaliza-
tion, or institutionalization.

I can show you specific cases where a health screening program
caught problems and prevented serious medical complications,
problems that were not caught and would not have been caught by
the HMO’s and the PBPO’s in which our clients are enrolled.

Isolation alse kills; but before it does, it runs up bills. If health
was only a matter of chemistry, you would hook us all up to IVs;
but health is a matter of the spirit, of the will to live. if I didn’t
know it before last year, I learned it the hard way when the
Gramm-Rudman cuts took effect. We had to cut transportation
services, which meant that we had to shift some of our people to
other centers as a matter of cost-effective administration.

I watched two of those whom we transferred to other centers go
into deep depression. I saw them mourn the loss of their friends,
the loss of everything familiar and precious that they had been ac-
customed to for 10 to 12 years.

I saw the people at these other centers console them and comfort
them. I saw them get identical meals and identical nutrition and
services at their new centers. They lasted a few months, one 3 and
another 2.

There is more to health than nutrition. Eating is a sucial activi-
ty, and human beings are social animals. That is why our day
starts with a lot of social activity and participation; and even the
gossip is as important as the food. The food makes it possible, but it
1S t}“li totality of the program—the participstion—that promotes
health.

It is difficult to convey the fierce attachment people have to the
centers like ours, until you confront the grim reality. For many,
the day ends when they leave the center.

Another element of our health promotion is contribution. I think
there is a basic need to feel valued and to feel needed. I think that
when people give to others, they fecl their own lives to be impor-
tant to others. I think it is a key to not only health promotion but
also to justifying expansion of programs.
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We feed thousands of people each day with a staff of only 36 em-
ployees. Most of the work for the rest of the services is done by our
clients themselves.

Many programs for senior citizens involve them as volunteers,
but none I think so extensively as Little Havana. That contribution
is a form of health promotion. Life is more than taking. I have seen
people make themselves get well, force their bodies to get well, be-
cause they felt they were needed by others.

I think that the element of contribution is not only central to
health promotion; it is also central from a budgetary point of view.
It is a key to justifying expansion of programs and expansion is
critical because the needs are increasing astronomically.

That is why this program has to be about more than simply
eating and health prevention. It has to be about participation. I
think it has become a vehicle by which the elderly can help en-
large the pie, help expand the toial sum of services available to all.

Let’s be candid. Concern over costs and limited dollars lie behind
much of the concern over prevention, but in an era when everyone
is concerned about cost containment and budget cuts, generalized
talk about prevention and risk reduction is not enough. We need to
do more, to demonstrate more, and to prove more.

I would be reluctant to stake the survival of this program on a
claim that we have prevented x number of hospitalizations by
keeping people happy or by ensuring health promotion and nutri-
tional consultation. I think it is true. I think we have prevented,
but I am sure some economist would respond that it would be even
cheaper and more cost effective if the elderly just didn’t live so
long, once they have stopped adding to the GNP.

I think that adequate funding for the programs we run has to
rest not only on iisk reduction and health promotion, but it has to
rest on contribution. Thank you.

[Applause.]

[The prepared statement of Ms. Carbonell follows:]
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TESTIKONY OF
JOSEFINA CARBONELL
PRESIDENT
LITTLE HAVANA ACTIVITIES AND NUTRITION CENTERS
OF DADE COUNTY, INC.

d morning, distinguished Semators, Co-Panel Members and guests, It is an

honor to be invited to testify today on the subsect of health promoticn and

risk reduction fo~ the elderly, My name is Josefina Carbonell.

I am the

director of the Little Havana Activities and Nutrition Centers of Dade County.

We
21,

operate twelve centers throughout Dade County; we provide services to over
0U0 elderly individuals each year.

To you, as po'o)icy mikers, terms like "health promotion and "risk reduction”
have great meaning. To the people whom we serve, they are just words.

Let
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me tell you what does have meaning though.

® At 4:00 a.m., people start to line up at our centers to make sure they
get one of the tickets that assures them a meal that day. 4:00 am. You
couldn’t pay me enough to get me up at 4:00 a.m.! They don't do that just
for a meal that cos?» less than $2.00 per person. Thes say they come for
the meal -- but the reality is that their lives revolves around the day at
the center. And if they are too late to get a meal ticket, if they cannot
"break bread" with their friends, then they feel that there is no place for
them that day.

° Lectures on exercise and nutrition and health promotion -- even if given
in Spanish -- are not 1ikely to change habits of a lifetime. Cubans do not
eat salad. We do not eat green beans. We eat too much fat. We consume too
many gfeets and too many calories. Jane Fonda work-out tapes do not sell 1n
our community. Jogging is not the in thing to do. Many of our people suffer
at 2n early age from heart disease, diabetes, and cancer. So we have to
take a different approach: we mix the with the beef and some stew and
spices and we call it carne con papas. We cut up the beans, mix them with
salad greens and diced tomatves and potatoes and we call it a Latin salad.
We don't have something called aerobic dancing -- but we do put on some

Latin salsa music around eleven o'clock every morning and we dance, stretch
exercise and clap. Almost everyone particxpates -- except the incurable

domino players. And anybody who wants to can get up on the stage
spontaneously so we have da'iy impromptu Amateur Hours -- with everyone
dancing and singing along. We have scheduled mutrition classes that they
attend. But more important, there is regular, ongoing health screening for
diabetes, cholesterol, blood pressure, and glaucoma that picks up danger
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signs at an early stage and enables us to intervene with one-on-one
counselling and referral. What I'm saying is: we do it our way and it
works. With food, with exercise, with screening, with education. Health
prevention is a by-product of the way we create a sense of family and
companionship and community,

® The meal we serve is, for many of our clients, the only hot meal of they
get, For some, it provides their only food: they save the fruit and the
little container of milk for their evening meal. The food tastes like it is
Cuban food -- but it is carefully selected and balanced to meet most of the
nutritional needs of our clients. Just as important as the nutritional
content of the food is the fact that people eat it and digest it ina
social setting. For many, it is the only time when they are not eating
alone -- if they even sit down to have a meal in the one room qarage
apartments to which many return at the end of the day.

We are their Social Club. But we are more. We are their Eating Club. But we
are more. In a real sense, we are their Family and they are ours.

This ix a country where people live as strangers, where the extended family
that domitates Cuban tradition is disintegrating, where the elderly are not
honored or valued, except at election time. Those are realities. But they are
not unchangeahle realities. We can alter them. We are altering them. And I want
to tell you how.

You can sum up almost everything we do in health promotion and risk reduction
in two words:

O
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Participation and Contribution.

PARTICIPATION

First let me talk about Participation. Participation is health promotion in a
fundamental sense. Participation is risk reduction.

1. You cannot preach health promotion and expect behavioral changes. You have
to create a peer culture where health promoting activities are taken as the
norm, where it is socially accepted to have your blood pressure taken or your
sugar level checked.

2. Mind and body interact. Social interaction and mental stimulation are not
reimbursable under Hedicare as a treatment modality. But we are not willing to
wait until social isolation becomes so acute that it requires medical
intervention, hospitalization or institutionalization. I can show you specific
cases where our health screening program caught problems and prevented serious
medical complications -- problems that were not caught and would not have been
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caught by the HMO's or PPO's in which our clients are enrolled. But that is the
tip of the iceberg in terms of our real contribution to health promo ion and

risk reduction.

3. Isolation kills -- but before it does, it runs up bills for ambulances and
paramedics and emergency rooms and doctors and drugs. If health was only a
matter of chemistry, you could hock us all up to IV's. But health is a matter
of the spirit, of the will to live. If I didn't know it before last year, I
learned it the hard way when the Gramm-Rudman cuts took effect. We had to cut
transportation. Which meant that we had to shift some of our people to cther
centers as a matter of cost effective administration. I watched two of those
whom we transferred to cther centers go into deep depression; I saw them cry
and 1 saw them grieve. I saw them mourn the loss of friends, the loss of
everything familiar and precious. I saw people at the centers to which they
transferred try to console them, comfort them, love them. I saw them get
identical meals and identical nutrition at their new centers. They lasted only
a few months -- two Fonths in one case, three in another.

There is rore o health than nutrition. Eating is a social activity and Luman
beings are social animals,

That's why our day starts with news and current events, followed by games
{bingo and dominoes and a Spanish equivalent of Scrabble) and by classes (arts
and crafts, English, citizenship, sewing and knitting. nutrition). And that is
followed by an hour of dancing and singing and impramptu solo performances.
Then comes lunch. The social activity, the participation, and even the gossip
is as important as the food. The food makes it possible. &ut it is the totality
of the program -- PARTICIPATION -- that promotes health.

It is difficult to convey the fierce attachment people have to the Center --
until you confront a grim reality. For «any, the day ends when they leave the
center. The rest of the day consists of going through the motions necessary to
fill the time -- until they can return to the center the foliowing day.

Participation is one key to health promotion. It is beautiful. It is deepi,
moving. I wish you could see it first hand.

CONTRIBUTION

There is another ele.ent of the program that I want to stress because ! think
it is also a key to Health Promotion. That element is Contribution.

I think there is a basic human need to feel valued, to feel needed. 1 think
when people give to others, they feel their own lives to be important to
others. And that gives them something to live for -- because others depend on
them. That's why contribution is 2 key element of the program in Little Havana.

bes
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I think it is a key -- not only to Health Promotion -- but also to Jjustifying
expansion of the program,

We feed thousands of people each day with a staff of only 36 employees. Most of
the work is done by our clients themselves. They dish out the food. They serve
the food. They clean up after the meal.

Fut that's not all they do.
They are part of a transportation pool that supplements our four buses.

They teach the classes we run at each of the centers.
They provide much of the counselling.
They help our nurse to screen for health problems.

They keep the books, add up the figures, tabulate the number of meals, the
number of units of service, the flow of dollars,

They serve as receptionists and guides and tour conductors.

They run the Happy Times; they stage the dances and the parties and the special
events.

And those who are too disabled to do other things run the telephone assurance
program that keeps us in touch with those who are bed ridden.

Our clients do mot not <onsume services; they are not just "takers". They give;
they produce service. And they are proud of what they do.

Many programs for senior citizens involve them as volunteers -- though none do
so as extensively as Little Havana. That contribution is a form of health
promotion. Life is about more than taking. Life is about more than looking out
for number one. I have seen people make themselves got well, force their bodies
to got well -- because they felt they were needed by others.

I think that the element of CONTRIBUTION is not just central to health
promotion. It is also central from a budgetary point of view. I think it is a
key to justifying expansion of the program -- and expansion is critical because
the needs are increasing astronomically.
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That's why this program has to be about more than simply eating. It has to be
about more than participation. I think it has to become a vehicle by which the
elderly can help enlarge the pie, help expand the total sum of service
available to all,

Let's be candid. Concern over costs, over limited dollars 1ies behind much of
the concern over prevention. Prevention is cheaper than medical care and
hospitalization,

But in an era when everyone is concerned with cost containment and budget cuts,
generalized talk about "prevention" and "risk reduction" isn't enough. We nee”
to do more, to demonstrate more, to prove more. And I think that can be done.

I think it is possible to put a conservative dollar valuation on certain types
of prevention. Thus for instance, if you send a person home from the hospital
without an adequate support system during recuperation, I think you can prove
that you run an increased risk of that person being readmitted tc ihe hospital.
And that has demonstrable dellar implications. But beyond that, it Is very
difficult to convince skeptics that efforts at prevention really save money -
even though as a matter of common sense, we all know it does.

1 would be reluctant to stake the survival of these programs on a claim that we
prevented x number of hospitalizations by keeping people happy or even by
insuring that taey received minimally adequate nutrition. I think it's true. 1
think we have prevented the need for emergency medical care, for
hospitalization and even for institutionalization in specific cases.

But I'm sure some economist would respond that it would be even cheaper and
more cost effective if the elderly just didn't live so long, once they had
stopped adding to the GNP.

I think the case for adequate funding for the programs we run has to rest not

only on risk reduction and health promotion. It also has to rest on
CONTRIBUTION.

Q 83
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That is why our new direction at Little Havana is to use the service programs
we run as vehicles to enlist our clientele as producers of service. We are
trying now to utilize the meals program, the educatiomal programs, the social
prngrams we operate as part of a strategy to expand the variety and

volume of service.

Let me mantion two exanples that go beyond the extensive volunteer activity I
have already described.

First, at Little Havana we have just created what we call Club Des Amigos. It
is a program where our clients help other .2nior citizens who can't participate
in our programs because they are bed ridden or incapacitated or recuperating
from a hospital stay. They visit them evanings and weekends. They provide
companionship and respite care to families. And for each hour of service, they
earn a service credit. Then, later on, if they or their family needs help, they
can use the service credits to get that help. It's a little 1ike 2 blood bank.
(Give now. Draw down if you need it later.) It's a little like a barter system.
(My time and service nov "~ someone else's time and service later).

It means that for the f} time we can actually launch a new home visitation
efforts, a transportation program, a suopping program. And we can expand our
telephone assurance program by enabling the home bound and bed ridden to earn
credits giving companionship to others by phone. That means we are expanding
the supply of service by enlisting our clients to help others.

The second example addresses the fashionable topic of intergenerational

equity. More money in services for the elderly does not have to take from the
young. It can be a vehicle to promote services by the elderly to the young. We
tested that idez a few years ago with Project Rainbow, -- a pre-school day care
program run by senfor citizens. orked. It was beautiful,
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Now we are going to try it again -- using service credits, This time, senior
citizens will operate a pre-school day care program for low income families,
for single heads of households, for mothers on welfare. The families will pay
back by being part of a drivers pool, evenings or weekends -- or by having
relatives or friends or older children provide services to the elderly. The
flow will g both ways: from old to young and from young to old.

For us, in Little Havana, this is a way of preserving a tradition that makes
the grandparents a major figure in the raising of children, It is part of a
tradition of respect. It is a tradition that appreciates that we need the
wisdom and the values und the experience of older generations to help us raise
and teach and yes, even discipline our children. It's a way of recreating the
extended family in an age where too many families are isolated, where too mny
children grow up without ever knowing their grandparents,

We have tested the corcept. We know it works. And we will be launching it
again. If you saw the energy, the vitality and the joy that caring for children
brings to our elderly, you would understand why I call it health promotion.

Giving to others brings life; I can't prove that it will prevent {llness. But I
don't have to -- because if the dollars you spend for the elderly produce
services for the young, then you have a degree of cost effectiveness that can't
be equalled.

And that s why our new thrust at Little Havana emphasizes both PARTICIPATION
and CONTRIBUTION.

Both toget «r promote health. Both together also expand the supply of available
services -- for everyone. It means that instead of pitting old against young
for scarce resources, investment in health promotion also becomes investment in
building family and neighborhood and community,

-8-
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Senator MITcHELL. Senator Graham?

Senator GrRaHAM. Thank you, Mr. Chairman. I want to again
thank each of the members of this panel for extremely provocative,
thoughtful, insightful, and wise series of statements. I would like to
ask a few questions.

Doctor, you talked about the importance of identificrtion and
provision of services for those elderly who have a high rigk for de-
pression or other forms of mental illness. What steps would you
recommend to help identify those persons in the population who
are at high risk? And what measures would you recommend Feder-
al policy might initiate in order to facilitate that identification?

Dr. EisporrFeR. Thank you, Senator Graham. There already exists
the technology for screening for depression. It is used primarily in
research settings of epidemiologic work, both here ang in various
forms ablroad. That technology could easily be employed in screen-
ing people.

n a recent study, for example, at Duke University of the central
North Carolina area, as high as 17 percent of all residents in the
communities—which involved over 1,000 people—showed the signs
of depression.

So, the technology exists for screening them. It can be done by
interview, depending on what you are willing to take in the way of
false positives and false negatives; but those data are already in,
and we could apply that nationally to screen for depression. The
intervention could take various forms, depending on the nature Of
counseling support, social connectiveness of the kind that Ms. Car-
bonell talked about are absolutely essential.

The kinds of depression we are talking about are not the psychot-
ic depressions whom the psychiatrists must take care of, or some
psychologists; but we are talking about the more general level of
depression—sadness, grief—which is more often seen by the medi-
cal caregiver—the primary care physician—than is seen by the puy-
chiatrist.

Much more psychotropic drugs, as I pointed out, are given by
family practitioners, primarsy care physicians, even surgeons, than
are given by psychiatrists. So, we know that those people are out
there; and we feel they should be identified and given much better
care.

And I am convinced, and the data would support me, that we
would reduce not only their grieving, but we can also substantially
reduce cost of care.

One other point that I guess I woula pe remiss in not mention-
ing. A lot of older people have losses. That is one of the tragedies of
late life, which is you lose your spouse, for example, if you are a
woman, and so on. Those losses are associated with alterations in
m}(:;‘ltality and morbidity. We have known those data for a long
while.

We now have data showing that significant losses change your
immune system,, which make you vulnerable to a variety of other
diseases. So, I think to echo what Dr. DeVito says. We have the re-
search technology out there, but we as a country must commit our-
selves tn doing something about it.

Ms. Carlonell used my favorite line: The ul.imate cost contain-
ment measure is to let people die. We don’t have to worry about
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taking care of them. If that is the country you want to be in, you
know, I can’t imagine that either of you would support that. We
Jjust have to have resolve.

Senator GRAHAM. To what extent are these opportunities for
identification of high-risk individuals for mental disease currently
being used, Dr. DeVito? And how well is the network of services
that you discussed in place to respond to those who are identified?

Dr. DEVIT0. One of the points that I was trying to make in re-
sponse, Senator, is that we have underutilized resources We really
think of our medical care system and our whole social services de-
livery system in very fragmented ways. We think of particular re-
imbursement for a particular modality or a particular service, in-
stead of thinking of those as a continuum of caring—to steal some
of your lingo—for people who have a continuum of needs.

People don’t exist in isolated episodes, and yet that is the way we
capture and categorize everything we do, including entitlement and
reimbursement. There are multiple opportunities and in some
unique settings—in university settings, in some creative, innova-
tive settings around the country. There are people taking up those
opportunities.

Although in some ways the hospital initiatives programs have
blanketed the country, tKese 24 sites are a fraction of the approxi-
mately 8,000 hospitals in the country. At those sites, I think opportu-
nities have been taken up, and there are probably several hundred
other hospital sites interested in those same kinds of opportunities.

Speaking from my family medicine role—there are other Jravid-
ers who routinely attempt to make inroads into continuity of care.
They are not specifically trained to do this, nor are they reim-
bursed for those activities.

When we send a community nurse to follow up on someone who
has been discharged from the hospital, one of the most important
things we do is something that you won’t find in any enabling leg-
islation. We make sure tnat the services that we have assessed as
necessary are actually delivered; and that means that if someone is
supposed to show up at 1 o’clock they do. And it also means some
things that would not be labeled medical care are undertaken—like
feeding and procuring medication—and that major problems are
avoided such as being unnecessarily rehospitalized in one or two
days because of something like dehydration. Those aren’t usually
on the laundry list of preventive service of, for example, an ex-
panded HMO package.

ink, in answer to your uestion, we have some opportunities;
we certainly have the capabilities; but some of the rograms that
have come to the doorstep, especially in south Florida, haven’t ap-
propriately met those challenges.

Around here, people talk about Medicare minus, not Medicare
plus; and they really talk about abbreviated packages available to
people because we are not taking the opportunities to link together
the resources we already have.

So, I think we have the capability to do a lot more than we have
already don.. We certainly could come up with a priority list of
things that are still service gaps, but first we should take the op-
portunity to do what we already know how to do.
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(Applause.]

Senator GRaAHAM. Ms. Carbonell, you made the point strongly of
the importance of the integration of social and medical services.
What recommendations would you make in terms of modifications
in current Federal programs—Medicare, Older Americans Act, or
others—that would move in the direction of a closer integration of
social and medical services?

Ms. CARBONELL. 1 guess this is my chance right now. {Laughter.]

I think Carolee and Dr. Eisdorfer touclied upon the key elements,
that the information is there, the studies are there; and the expzrtise
in all the medical fields and social fields is there.
happen. It happened, but it happened very fragmented and at dif-
ferent levels.

For instance, we are about to launch a new program which goes
back to my presentation on how we use the contribution aspect of
participation to be a key element to help promotion We are going
to open an adult day care center, which is going to be housed
within the main center—the senior center facility. We want to
make it more than adult day care. We want to make it a health
care facility where individuals who are not properly placed in
senior center type activities can come in and get more specialized
and a more protective setting of care, but we want to add that
health piece.

We are trying to speak to the University of Miami, to FIU, for
the background and the expertise to help us carry this through;
and we have been talking to Dr. DeVito. We have also been work-
ing in the service credit program of linking volunteers for home-
bound clients to go serve some homebound clients. In return, the
people earn credits that they can later bank on. [Laughter.]

We have started through the credit service program, and we
hope that the adult day care piece can be expanded to a health
piece that will have other services tied into it, making it under oae
roof, more cost effective to run the program.

So, the type of linkages and coordination between the medical
and social fields are certainly there. I think it is of mutual benefit
to both markets to do the linkages and coordination; and that
would be the most ideal situation.

The preventive screening and upgraded directives on Older
Americans Act amendments to include more preventive screening
on the prevention side of the spectrum, I think, is needed. But I
think we aeed to huve a tightly knit continuum of care, the alter-
natives the people will have, so that people will have that support
along the way.

Senator GRAHAM. Thank you, Mr. Chairman.

Senator MircHeLL. Thank you very much, Senator Graham. I
commend all three of you for your statements. They are obviously
based upon knowledge and experience.

Each of you commented on the difficulty of assigning a benefit to
prevention where it is easy to confront the cost. Both Ms, Carbonell
and Dr. Eisdorfer said that, if we want to let people die, that is the
cheapest thing. That is an effective rhetorical point, but I must t=li
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ou that the reality is that we have to confront the budget prob-
em.

We have just come through the very difficult experience of im-

lementing the budget reduction package tnat was negotiated, and
fwas the principal Senate conferee on Medicare and Medicaid. For
a period of 2 weeks, we struggled day and night on how to reconcile
the very limited resources with the many problems that we face:
and at every turn, those of us who favor preventive steps werzs con-
fronted by the adamant, vehement opposition of the Administra-
tion to anything that would require the immediate expenditure of
additional funds, notwithstanding instances where we were able to
demonstrate a future benefit, not to mention those areas where we
can’t demonstrate financial future benefits.

Whether we like it or not then, that is the playing field upon
which we must compete—a very serious budget situation—the rap-
idly rising cost of health insurance—publicly funded h:. dth insur-
ance programs in the country.

So, we need not only to be able to score effective debating points
with those who hold a contrary view, but we must be able to dem-
onstrate tangible, effective, cost effective results; and I believe they
are there.

And I agree with Ms. Carbonell that a healthy, happy life is
something that has a value of i‘s own, obviously.

. ?o, that is what we have to deal with, and that is what we need
elp on.

Dr. Eisporrer. I used to run a $425 million medical center where
we had the same kind of problems. We had to cut, we did cut effec-
tively. And I did learn a couple of things from a very senior man-
agement consultant.

One is that, when your business is in trouble, typ.cally the mis-
take is to cut R&D. The effective solution is to invest more money
in R&D because that is the only way you are going to get out.

And what we are saying here, I think, is that one of the key vari-
ables in research and development is to find ways to prevent disor-
der, and I am willing to fight that battle on long-term economic
grounds because I think it is true. A piecemeal approach to the de-
livery of health and human services has been very destructive.

And as you pointed out, we can prevent disease and we can save
an ep<1>rmous amount of money. So, I think that that is really one
crucial——

Senator MitcHELL. We need te document that.

Dr. EisDorFER. And I think those data are there, which then
leads to the other point, which is that you really need to think
about it in a different kind of way and make connections that we
simply don’t make. One of the reasons for the hospital initiative
program was we knew—and we have known for 25 years—that if
you develop social services, you can prevent and deal with acute
medical problems,

But nobody will puy for social services, while they will pay for
sickness. We don’t have a health program in the United States; we
have a sickness program.

I get paid only when I take care of sick people. I take care of an
Alzheimer’s patient, I will get paid. I won’t argue that I don’t get
paid enough. I probably don’t, but that is irrelevant.
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What I don’t get paid for is, if I see a patient for 30 minutes, I |
don’t get paid for 1% hours. I work with the family. What is saving |
the Government money, frankly, is not my work with the patient.
That is a human and medical problem. I take the patient out of a
long-term care institution by supporting the wife, by supporting
the husband, by educating the kids. I don’t get a nickel for that,
except for the program that the former Governor Graham initiat.
ed, and the current administration—bless them—has continued.
Without that supplement, we couldn’t run that rogram, and I can
document now 350 patients and we have probalgly kept about half
of them out of long-term care at unit cost of about $30,000 per year
per person, for about four years.

That is what I meant. We have got to have the resolve and very
candidiy—and I don’t want to get involved in the politics of this
thing— but just because they are the administration does not mean
they are right. And I think the American public has got to be alert-
ed to this, and I think we have got to take the cause to the people.
We have 35 million Americans who aye directly impacted by this,
and we have millions more—their families—who are indirectly im-

acted by this. I am sick and tired of seeing people fly down from

ew York and call me up at 1 o‘clock in the morning because 1
haven’t been able to provide the kind of intervention that I know 1
could do if I was supported.

I am sorry; I didn’t 1uean to get so passionate, but I think that is
the issue.

Senator MrrcHELL. This is a place for passion. Go ahead. Would
either of you care to comment on that?

Dr. DEVIro. Let me say there are two issues that came to mind
that I would sincerely like to raise. First, there are numerous ex-
amples of cost savings from particular settings that I think are
very illustrative.

One example is that the community care for the elderly pro-
gram, with which you are very familiar, does run a tremendous
program in our community; but our hospital initiatives program re-
ferrale have encountered a waiting list of about 9 months for per-
sonal care services provided by CCE. During that nine month time
period, the people on that waiting list were hospitalized at a higher
rate—rehospitalized—at a cost of $5,000 or $6,000 or $7,000 or even
$8,000 per stay; that is, they were hospitalized at a higher rate
than for people for whom we were able to get personal care serv-
ices. Ncw, those are sort of impressive to the people who have the
responsibility to care for these folks; and that is what I meant
when I said a “cruel substitution of rehospitalization” for “cheaper
in-home services.”

I don’t think that the kind of work that is underway generally
recongizes what it really means to keep a frail, elderly person inde-
pendent. Our demonstration programs seem to take what I say is
an end-stage case management approach. We say: Give me the
people who are ready for nursing home placement and show me if
you can keep them in the community for the same cost or a lower
cost. Well, give me those people 1% years earlier when we already
know they need in-home services and we already know they need
hot meals and we already know they cannot do their own laundry
or couldn’t even get to the telephone when they were in trouble.
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Give me them then before I have to get HRS to bring them in in
a totally debilitated state, and we will save you a tremendous
amount of money. The “end-stageness” of programs, the cata-
strophic nature of our thinking and the categorical nature of our
thinkirz—I think is not ours—it is theirs is very painful and costly
to us.

The other point that I wanted to raise is that I think there are
opportunities to think in a very “whole system” way, the same way
that the medical field has learned that body and mind cannot be
separated; we also learn from an administrative and medical care
organization perspective that the whole system should go together.
Some of that type of planning has entered into the development of
capitated payment and the HMO systems for the elderly here.

What has been grossly missing is something that we knew a long
time ago. The incentives in the health care delivery system work
very well. Under fee-for-service payment systemns, we created an in-
cenitive for overutilization; and everybody said that that made per-
fect common sense. If you paid people to deliver services, s had
better watch out that they didn’t deliver too much.

What we didn’t do under some of these dramatic demonstrations
in capitated programs was to provide the appropriate counterforce,
that is, a quality assurance program to make sure that there was
not underutilization of services.

Again, there are multiple anecdotes to describe inequities and
poor care the south Florida area where physicians have two ros-
ters—prepaid patients and free-for-service patients—where the
service delivery is grossly different under a prepaid system and a
capitated system.

Theve is a real opportunity to broker and administer cohereat
and rational services among multiple entities if there was an ap-
propriate overseeing guality assurance mechanism to do that. So,
when I said Medicare minus before, I was feeling a little guilty
about it. It is Medicare minus if you don’t look at the bottom line;
and to me the bottom line may have to be cost effectiveness on one
dimention, but in another dimension, it is the relationship between
what you could do and what you are actually doing for frail elderly
people, given certain resources.

Even without expanding resources per se, I believe tremendous
improvements could be made in the care of older persons by reor-
ganizing the service delivery continuun and by careful menitoring
of quality outcomes.

g:pplause.]

nator MrtcHELL. Thank you all very much. We appreciate it. I
will now ask the next panel to come forward. They include Tessa
Macaulay, coordinator of Gerontological Programs at Florida
Power and Light in Miami; G. Curt Meyers, director of the Well-
ness Center of Lee Memorial Hospital in Fort Myers, and Elliott
Paleylslky, executive director, River Garden Hebrew Home in Jack-
sonville.

Good morning, and thank you all very much for coming. You
have heard the previous panel, and we look forward to hearing
from you. We will begin with Ms. Macaulay.
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STATEMENT OF TESSA MACAULAY, COORDINATOR OF GERONTO-
LOGICAL PROGRAMS, FLORIDA POWER & LIGHT, MIAMI, FL

Ms. Macauray. Thank you, Senator Mitchell. In my testimony
this morning, I would like to focus on a very narrow and rather
unique facet of the risk reduction and health promotion process:
the role that can be played by nonhealth-related industries in ad-
dressing a wide range of issues of aging and health through educa-
tion—why a corporation would want to de so.

Florida Power & Light Co. is in a rather unique position in
regard to the State’s older pcpulation. With a service area that
covers nearly half the State, more than 50 percent of our residen-
tial customers are over the age of 50. FPL’s involvement in ad-
dressing the issue of aging predates the 1981 White House Confer-
ence on Aging. Marshall McDonald, FEL group president, who has
been a member of the National Advisory Committee for the confer-
ence and co-chaired the mini conference on the national dialogue
for the business sector, realized the growing significance of the
older age population to FPL.

major percentage of the company’s customer base was and still
is composed of older people. The” “imbers are growing and contin-
ue to increase as the percent: sf the total population on the
State and the national levels increases. Nearly 2 million of the
company’s customers are over the age of 50. This group, if brought
together by a common bonding element, represents a potentially
powerful force for the company in both positive and negative
terms, a group with whom maintenance of good relations simply
makes good business sense.

The White House Conference on Aging in 1981 provided further
stimulus for Mr. McDcnald to focus on the issues of aging for rea-
sons related to being a responsible corporate citizen, as well as
other far more pragmatic business-related considerations. He was
concerned that, all too often, Government is expected to provide all
the solutions and that frequently the tax dollars invested in those
efforts far exceed the benefits felt at the grassroots level.

He believed _hat if FPL could make a contribution toward reduc-
ing some of the problems of aging and that our efforts, together
with those of other interested parties may help to prevent or
reduce the scope of the cost of tax supported programs. Mr. McDon-
ald sees FPL contributing something of substance to the aging pop-
ulation of this State and even beyond our boundaries by example
that we set for others to follow. He refarred to our efforts as doing
good while doing well.

Some of these goals include: First, to broaden the base of knowl-
edge of the real issues of aging and then to communicate this infor-
mation to businesses, Government, and educators, that is, to assist
all segments through the dissemination of information.

Second, to use the resources of FPL organization to stimulate the
appropriate entities to dc something about resolving the problems.
In other words, to act as a catalyst for action.

Third, to begin to influence today present and future aspects of
aging that may have an impact on the State of Florida; and finally,
to provide products, services, and ideas to enhance the quality of
g living for older people to help them maintain their independence.
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As part of the process of enlightened self-interest, we regularly
conduct research into the needs and cencerns of older people. Para-
mount on the list of concerns were thrise issues related to the loss
of personal independence. Health and wellness headed the list, fol-
lowed closely by personal finances, security, safety, fear of crime,
and adequate nutrition. All of these fears and concerns related di-
rectly to their wish to maintain their independence, their dignity,
and their sense of personal worth.

At FPL, research is used as a starting point and a guidepost for
our activities. We have initiated a number of programs in response
to key issues brought to our attention by our consumer advisory
panels, which are made up of older Floridians. In the time remain-
ing, I weuld like to describe a few of these, programs briefly.

Our efforts began internally with a program we cail Employee
Sensitivity Training. Employees who have customer contact are
trained in the problems of aging and how to deal more effectively
with older customers and how to be a source of assistance to them.

Another program: Beginning in the spring, we will send out a
gerontology van containing nearly 70 linear feet of displays and lit-
erature aimed at improving th quality of life of older people. This
van will travel the State, visiting malls, festivals, condos, apart-
ment complexes, and other places frequented by older people. A
significant portion of the quality senior living van will be devoted
to health and wellness education.

FPL publishes a quarterly newspaper known as The Times of
“our Life, which focuses exclusively on aging information. Free to
anyone who requests it, nearly a Quarter of a million copies annu-
ally are distributed to individuals or in bulk to senior centers and
other organizations working with older people.

We also offer a number of consumer education programs which
have cost saving ideas as their goals. These programs have indirect
benefits to health and wellness because the money saved through
wise energy use is then available for personal needs.

We also are sponsors of and participants in a number of senior
fairs and festivals, which have as their goal senior education, and
always a health and wellness orientation For several years, we
kave been participants in the Vial of Life Program, which pro-—ides
a convenient and visible source of individual’s medical information
for emergency medical crews. Eealth and wellness information pro-
grams are a significant part of our aging activities.

We have internally produced and purchased information booklets
on a variety of subjects and distribute thousands of copies across
the State free of charge.

I will mention one more activity and then close my testimony.
We have, in each of our five operaling divisions a consumer affairs
advisor whose responsibility it is to work closely with the profes-
sional aging network in their area. They are, along with our geron-
tology department and other executives, providing advice, re-
sources, and expertise to the organizations which provide services
to older people.

In the brief time allotted, I have tried to give you a sense of how
a corporation or a business entity can make a material contribu-
tion to reducing risk through education.

Co.
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In my opening testimony, I referred to our activities as very
narrow in a rather unique facet of the health risk reduction proc-
ess. While corporate involvement in consumer education is indeed
very narrow and a unique element of the process, it is one through
which enormous leverage can be generated, both for the receiver as
well as the giver. It is also an area in which most consumer-orient-
ed businesses are rather uniquely positioned to make a contribu-
tion.

We know from our experience and the results of our re<>arch
that our customers and others who influence them appreciate the
efforts we contribute through our quality senior living. We believe
that businesses, Government, and professional gerontology net-
works, acting in harmony, have the potential to make miraculous
progress, especially in redu ~ng risk through education and aware-
ness.

We appreciate the opportunity te share our views with you.

[The prepared statement of Ms. Macaulay follows:]
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Supplament to Testimony

by

Tessa Macaulay
Coordinator of Gerontological Programs
Plorida Power & Light Company

We can thiik of no greater service a corporation can perform than to assist people In
maintaining their independence and sense of self-worth, At Florida Power & Light
Company, we are devoting significant time and energy to addressing the issues of aging
through education, action and involvement. Wa are doing so becauss we belicve these

activities represent an Investment that carrfes with it a significant and tangible return.

With more than 50% of the Company's resldential customers falling into the nge 50+
group, we view our Quality Senior Living Program as a unigue opportunity to both assist
and to build good relations with a very important corporate constituency. We have a
vislon &nd a plan ~ to {dentify and recognize the needs of older adults, to help to meet
thoss needs, to encourage others by our example to do likewiss, and to become a leading

private sector advocate of Quallty Senfor Living for older people everywhere,

. Our Company has & major stake In the future of the State of Florida and older people are
becoming an increasingly powerful and significant part of that future. Between 1980 and
the year 2000, Florida's age S5+ population will have increased from 2.8 miltion people to

nearly 5 milllon, with the greatest percentage increases aceruing among the old old.

These trends cazry with them significant implication  r Florida Power & Light
Company and, indeed, for every other business across our state. With regard to older age
demographics, Flor{da is today where the rest of the U.S, will not be as a whole until well
into the 21st century.

Because our state Is literally at the leading edge, the eging of our soclety create: sth

significant problems and great opportunities,
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As a truly customer-oriented public utlllty, it Is incumbent upon us to understand as
much 28 we can about this very major constituency. The more we can learn about the
process and the effects of aging, the better we will be able to respond to the needs and
react to the perceptions of this group of customers, As & corporate citizen of Florids,
we ara In & unique position to participate In the state's evolving rola with the older adults

and it is our intention to be a major particlpant In future progress,

We are pursuing what we like to refer to as a course of enlightened self-interest — belng
pro-active toward a recognized major influence upen our operations both present and

future for the good of the Company and for the good of our soclety in general.

As our society ages, businesses such as ours must prepare themselves tc do what they can
to assist customers in developing an understinding and awareness of the many

opportunities for a better lifestyle — one that fosters Independehce-

At FPL, we're committed — in actions as well as words — to helpiﬁg our older customers
and all older people in our service area to achieve a quality of life that leads to

independence, dignlty and fultiliment.

Higtoric Perspective

Nearly 3.5 miliion people age 55 and over live in the State of Plorida. This number s
expected to grow by more than 30% between now and the year 2000 when the state's

sonlor population will approach § miltlon people.

In percentage terms, the largest growth will come from the group referred to as the old
old — those age 75 and above, Between jow and the year 2000, Floridians age 75-84 will
grow by an estimated §2.4% while those age 85 and over wlll Increase by 110%, These
numbers are significant bec'ause they are reflective of & group that i3 more prone to
declining health, more likely to Jive alone, more apt to have lower incomes and more

certain to see thelr desire for independence compromised.

Of the 3.5 miltion older people 1iving in Florida today, more than one half of them are
customers of Plorida Power & Light Company. That constitutes about one In every four

people In our Company’s service area,
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The Company's interest in aging fssues and its active involvement In seeking solutlons to
them dates t;ack to the early 1980's when FPL Chairman Marshall McDonald was named

to the National Advlzor_y Committee of the 1981 Wh'ce H;usc Conference on Aging and

co-chalirman of the Mini Confarence on the National Dialogue for the Business Sector.

address aging Issues across the corporation.

His involvement in these aging forums led to the establishment of an active effort to

A gerontology depsrtment was created to coordinate the Company's activities in this

arena, research was undertaken to develop an accurate assessment of the Issues of aging |
in Florida, staff pesitions In each of the Company's major d! Islons were created to
assure grass roots coordination of activities as well as to serve as listening posts for

upward communlcations from older people.

In the ensuing years FPL has Initiated more than 100 programs and actlvities aimed at

enhancim, the quality of life among older people through education and Involvement.
FPL Group hag recently created a Quality Senior Living Councl), chafred by Mr,

McDcnald and staffed with senfor executives from all PPL Group subsidiaries and those
FPL department's thet can make a contribution to the effort. This group meets
periodically to chart the course of the Company's role and activities on behalf of older

people,

Florida Pcwer & Light I3 In a truly unique position because of our abllity to touch more
older Ploridlans than any other business entity. As a result, we are listening ta their

concerns and working at several levels to be responsive to those concerns.

The following pages highlight many of the contributions we are making to Quality Senlor
Living among older Ploridlans and, hopefully, stand as a repository of ideas for other
business entitles to repilcate or use In becoming Involved as well.

Our rescarch among older Floridians has shown that the arcas that concern them the
most are health and wellness, finances, safety, crime and security, transportation and
loneliness. They have also indicated that lelsure time activitizs such as hobbles and

recreation are high on their J'st of lite-enhancing interests.
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As a company that listens to Its constituents, we have worked within the limits of our
regulated business environment to be responsive while at the same time providing

meaningful assistance toward addressing the key issues and interests.

We hava been frequent co-sponsors of senlor-oriented events, usually run unde. he
ausplces of a non-profit aging organization or community group. These events are
exeellent vehicles for reaching large numbers of older Floridians with Information and

ideas on how best to pursue Quality Senior Living.

The types of involvement vary from one operating Division to another but often include
uze of FPL facllities for seniors organizations to meet; food, elothing, and blood drives;
festiv s, fairs and athletle events; and assistance with the planning and production of
brochures, videos and other promotional materials for non-profit sources of help for older

people.
Florida Power & Light Company also works closely with numerous national, state, county
and Jocal aging organizations, providing In-kind services, expertise and training and

assistanee with produetion of publieations.

In addition, the Company frequently provides speakers to organizations in support of

thelr programs and activities.

"'Brldges to Understanding"

Florlda Power & Light Company has for soveral years ‘onducted research into the needs
and Interests of older people. Armed with the knowledgze _f thelr concerns and areas of

interest, the Company believes that the key to a better life i3 education.

Whether It is health, safety, finan.es or personal security, the greatest and most
resource-effeetive contribution we can make Is through education. Accordingly, Florida
Power & Light Company's Quality Senlor Living Program places a heavy emphasis on

eonsumer education activities.

Ths Quality Senlor Living Program components are tailored to the varying soclal and
geagraphical needs of senlors throughout the PPL serviee area. The Program's objeetive

Is to be responsive by baing relavant, to be effective by being in touch.
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This Is achieved by worklng closely with the professional gerontology network ##%and
gerontological agencles and by eoordinating programs for older people close to the source

of need.

Whether It Iz working with Plorlda State University In the establishment of the Mildred
and Claude Pepper Eminent Scholars Chair in Soclal Gerontology, or creating videos that
show older people how to shop mo~e effectively and economleally, or a bre.chure on
wellness, the Quality Senlor Living Program places a high premium on actlvitles that
educate,

In the spring of 1988, the Company will begln operating a Gerontology Van which will
travel the state and reach hundreds of thousands of older people with tips and tacties for

a better llfe, Including speclal emphasis on reducing health rlsks.

Four times each year, FPL publishes Times of Your Life, a newspaper devoted

exclusively to the Interests of older people, Times of Your Life Is d:stributed free and It

Is ostimated that its 55,000 coples each quarter reach many times that number of older

people.

‘The Corpany regularly publishes brochures and pamphlets and has produced a video
related to ways to save energy and to cut down on the cost of utliities. Distributed to
senlors free of charge to help them reduce thelr energy use, thls literature Includes
Information cards on the following subjects: Water Heatlng, Heating, Coollng, Energy
Efficlency Ratlo, Refrigeration, Windows, Waste Heat Recovery, Swimming Poolt, How
to Read Your Electrio Meter, Cooking, Lighting, Insulation, and Tips for Watt-Wise
Living. Additlonal Quality Senlor Living brochures which are purchased and distributed
frea by FPL oover a varlety of toples from dealing with heat stress to taking care of
elderly relatlves; physical health In later years; good nutrltion; Alzhelmer's dlsease;

mental health in Iater years, and safety related pamphiets,

Other eoucational materlals such as senlor resource guldces, Information and referral
brochures and senfor spotlight bulletin boards In branch offlces are a regular part of the
Company's program, In additlon, the Quality Senlor Living Advlsors regularly gpeak

before senlors groups on toples of Interest across the Company's service areas,
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Aruitoxt provided by Eic:




ERI

FStanding Up and Speaking Qut"

One measure of the character of a corporation Is In its recognition of community needs
and its responsiveness to those nceds over and beyond the corporation’s basic business
activities, We also believe that grest strides can be made If the private sector and

public acctor leadership can work in conso.t to solve problems.

This advocacy on behalf of older peopls {s another koy element In our Quality Senior
Living Program. We maintain close working relationships with key governmental, aging
associatlon, advocacy and public sector groups and organizations nationally, statewide

and locally.

As an example, the Company is currently working with the Stata Chamber of Commerce
to implement tha recommendations of a its standing Business and Aging Committae,
This body was an outgrowth of a Speclal Task Porce on Agling initlated and chaired by
FPL. FPL alro provided ataffing group dynamics training and the production of a high-
quality video presentation, for the Committee to use In attracting & broad cross-section
of Florida businesses to become involved in the Issues and needs of the state's older

citizens fooking toward the 21at oentury.

The Company has also begun work with the Gerontologica} Center at the Unlversity of
Florida to share {deas and information, to fearn more about their activities and to offer

them opportunities for field work within the various FPL business operations.

FPL also maintains an active speakers' bureau, Is a supporter of the Alllance for Aging
Research (a natlonal rescarch foundation supported by corporations which beings
business, political and academlc leadership together to address aging lssues) and fs

represented on nearly every keoy aging body at the state and national fevel,

Because FPL Is a regulated utility, it is limited in terms of what it can and cannot do in
the form of financial suppaort ror non-profits, However, the Company's executlve,
supervisory and employes groups volunteer thousands of hours & year to providing
training and consulting to non-profits as well as working for and on behalf of these

organizations,
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The Company has found that the benefits of "loaning" expertise to an organization most
often outwelgh an outright g"It of money because of the value-edded aspects of
professional problem solvers bringing business perspective to work In tandem with the

tralned eare providers.

In late 1987, PPL was the lead sponsor and one of the principal organizers of a major
Florida Chamber of Commerce and Department of Health and Rehabl{litation Services

Conference on Business and Aging. The state-wide conference was largely orgadized and

steffed by FPL parsonnel. In addition, FPL gerontology and consumer affulrs advisors

servad as committee people, workshop moderators and speakers.

Each year FPL conducts various activities related to Older Amerlcans' Month

Promotions.

"Tips, Tactics Por Independent Living®

Among the principal concerns volced by older people touched by the Company's Quality
Sentor Living Progrem Is thelr ability to remaln Independent. The five things that most
often contribute to loss of Independence aro poor health, acéldents, {inancial hardships,
becoming a victim of a crime and lack of family or pcer support. Accordingly, PPL
through {ts varlous departments and subsidiarles carries out & number of programs whose
purpose Is through education and outreach to help Its older eonstituents avold these
Independence-threatening factors, Among the more than 100 different activities are:
82+ Program - For those wnose main source of income s Soclal Security, the Company's
62+ program automatically extends the payment due date to colnclde with receipt of the
8oclal Securlty cheek. Customers need only apply and supply proof of age. 62+ members
also recelve the Company's consumer publication, Times 0! Your Life at no charge.
Dauble Notlce Protection ~ The eustomer authsrizes PPL to send a copy of any
dellnquent notice to a person of thelr eholce. It helps guard agalnst discontinuation of

secvice If the customer ls away from home unexpectedly or cannot be reached, This
program s partieularly wetl sulted to elderly and Inirmed customers who may misplace

or forget to pay thelr bills,

Q 8 1
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Community informetion Programs - Offars speakers and 18mm color flims free of charge
on s wide range of toples.

Bpecific slide show programs for senlor citizens In group living &nd condominlum
situstions erc slso oressated throughout FPL's service territory. Thass programs show
sanlor citizens ways they can corserva In Individual apartments, (3 well a3 the entirc
condomIinium bullding. Senlor oitizens are depicted caulking and westherstripping thelr
units, as well as performing other energy saving steps such as reising the thermostat
whan cooling end changing fTlters on thalr heating and cooling systems.

In situstlions where ¢ slide show presentation Is not fessibie, 8 sultcase presentation Is
used. Durlng this progrem, senfors are shown ways to reducs thelr slectric bills by
turning ¢own cooling and weter heating thermostats and other hands-on activitles they
can perform individually.

Moblls Branch Office ~ Thess vans regularly vislt condominium and senfor communities

to permit saniors to pay thelr bills, handle connocts and disconnects, to sk questions or
regiscer complaints, and to recelve personal attention at thelr doorstep.

Hallo Nelghbor - Thls progzas sperates simiter to s Welcome Wagon concept. However,
the purpose of this program is to help older people moving Into the Company's sarvice
area to more essily adapt to new surroundings and 1o help avert the loneliness thet often
sccompanles r2locetion o 8 new state or locale. Lonelinessis s particularly common
phenomenon smong older peopie, especlally tha very old who tend to be fess moblle. He
have also found that loneiiness s s contributor to poor health and that activs , involved

peopls tand to be mutually supportive when it comes to tha question of meintalning good
health,

. Homs Energy Surveys - The Company eonducts fres home energy surveys geared to
helping consumers cut the cost of thelr utllfty bills to wiser use of energy, espoclally oft
eonditioning end hot water héaters. Savlags In thesa aress can be especlally Importan: to
Individuals living on low, fixed Incomes.

Security Lighting Program ~ Onc of the major concerns of the elderly ralsed In the
resexrch I8 security related to lighting at night. The Compeny works with Indlvidual
coasumers, condo organizations and other groups to provide nighttime security lighting
programt.

ERIC | .
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Special Bill Payment Arrangements and Budget Billing ~ When unexpected personal or

economic conditions prevent the customer from paying the bill on time, FPL encourages
the customer to contact the office before the past due date. The representative may be
able to work out a mutually satisfactory payment schedule to avold discontinuation of
service. Budget billing, which averages sustomer payments over the year is especlally

useful to older people on fixed Incomes.

Referral Serviee ~ When payment arrangements are not the solution, FPL representatives

often are able to put the customer In touch with & public or private agency hat provides
funds for <nergy assistance, f0od, clothing, and shelter. In adatlon, various federal
programs ere avallable to assist fixed or low~income hous':holds in the area of energy

ass!stance and weatherization. .

As part of the ASSIST program, which includes many of the preceding programs, FPL
wozks closely with the Florida Department of Health and Rehabilitative Servic.s In
administering the Low-Income Energy Assistance Program. I1IRS representative: are
avalleble at many distriot offices, Also, applications are avallable at all offices during

the specified time periods each year,

The Residential Conservation Service Program - Offers ~ustomers three types of Home

Energy Audits to choose from: Walk-thru Energy Audit, Computer Assisted Energy
Audit, and Customer-Assisted Energy Audit, Older persons who must make do an
retirement Incomes benefit substantially from this service which shows them ways to

8av( on energy costs,

Tins for Watt-Wise Living ~ A monthly column on saving energy “osts mailed to over 100

publications. Several columns each year focus on senlor citizens.

Vial of Life ~ The Vial of Life Program s an effort through which the Compeay, in

cooperation with local volunteer organizations, makes available and dlstributes to anyone
who Is interested, a Vial of Life kit, This kit includes a plastic container, medical

information form and sticker to alert inedical crews that a Vial ¢ dfe is in use.

The individual's medical information Is f{lled in and the Vial Is pleced in the

refrigerator. In t. 's way, emergency medical teams know exactly where to look for the
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lifesaving information. To date, nearly 50,000 Vials of Life have been distributed by
PPL.

Radlo Watch ~ PPL maintains a program through which Une crews, meter readers, and

other PPL employees assizt loval pollce departments by reporting crlmes or other unusual
clrcumgtances. This program fs not limlted to older people.

rSensitivity, Understanding, And Supportn

How a company relates to its customers is the key to bullding good relatlonships. At
Florida Power & Light Ccmpany, older people reprasent the largest single {dentifiable
group that we serve. Thus, it is Imperative that we provide effective, two~way
communication batween our employees and our customers, especially those who

constituts one of our largest constifuencies.

Employee training in becoming more sensitive and aware of the needs of the older
customer is a natural outgrowth of FPL's management philosophy of strong support of
employee davelopment. The Company mau:cains a formal Sensitivity Tralning Program,
entitled A New Look at Our Older Cur‘amer, through which employees who interact with
customers are trained about the problems of aglng, how to deal more eflectively with

older customers and sources of assistance for thun.

vith an eye toward the social, physical and psychologlcal concerns of the elderly, this
program Instllls an awarenass of a sensitivity to speclal situations and concerns when

working with older customers.

oimulation exercises demonstrate to the empioyee how it feels for the clderly who
experience a loss of hearlng, sight, touch or mobility. VIdeotapes'ara used to model
com muneation skills which are helpful in resolving partlc;xlar concerns of o{der.
customers. Finally, employees review and discuss value systems and how to more

oftectively communicate with the older generation.

Dlvision Consumer Affairs Advisors in each of the Company's five major operating arcas

function as gatekeopers a3 well as a conduit for two~way communication between aging

o ’ 8
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customers, the local gerentology network and organizations serving the nceds of older
people, One of the Important aspects of the Company's Quality Senior Living Program is
its grass roots planning and strategy and a determination to keep thc Program flexible in

order to better address short-term [ssues as well as to be responsive to long-term needs.

The Consumer Affairs Advisors are charged with the development of new programs,

enalysls of enisting activities and response and adjustment where necessary.

The Company regularly conducts research !nto the issues of aging as well as utiiizes the
Input from & Senfor Consumer Advisory Board, This group, which advises FPL on Issues

of agirg, Is drawn from the community and represents a cross-section of older people.

The Company also functions as a gatekeeper in @ number of ways from its Radio Wateh

program, to its empioyees who are sensitive to the issues and problems of eging.

"Retirement, A Beginning Rather Than An End"

in addition to its zutward looking programs related to aging, the Company also locks out
for its older employees. At FPL, retired life begins at 55 — at least In terms of
planning. When an employee reaches this age, an invitation Is extended to the employee
and spous? to attend the Pre-Retirement Planning Program, a two-day seminar and
workshop. A series of experts in such flelds as estate and financial plinning, tegal
matters, health, Soclal Security, FPL benefit programs, pensions and taxation present a
broad spectrum of information, Panel discussives featuring FPL, retirees and thelr

spouses afford an opportunity to learn what it's raal'y llke o be retired.

As retirement time approaches, additional materials, as well as the assurance of

individual retirement counseling belng available within the Cempany, are provided, Upon

rotirement, & number of programs and services are available:

Retiree Clubs - Currently there are seven chapters — six in Plorida and one in North
Carolina — that allow FPL retirees to meet and mingle at monthly or quarterly meotings

that sometimes feature a speaker on either company ot non-compuny related toples.
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Retiree Directory - An annual compendium of the names, addresses and phone numbers
of all retirees and surviving spouses who wish to be lsted, as well as sources to call for

information or assistance within the Company.

Alumni Bulletin ~ A quarterly publication containing Information and articles for &-d
about retirees.

All the retiree programs and services are continually monitored o help every employee

meke the best possible transition from career to ratirement,

The Company elso offers part-time employment to retirees in areas which require less-
than-full-time activity. For exampls, certain of the Company's Gerontology Programs
such &3 Hello Neighbor utilize retirees.

FPL Is 0.8 of only eight companies nationwide invited to cooperate with the American
Assoclatlon of Retired Persons in testing a pilot family careglvers program. This
program is run for ths benelit of employees who have an vlder person to care for, The
various agencies and organizations from the area sorving older people are invited In to
answer questions, to make presentations and to pass out literature. As part of this
program, a fair was set up for employees and numerous aging egencles serving older
people were Invited to display their "wares" and to maet with employees. Al division
employees were invited to attend and to learn more about possible sources of help. More
than 800 errploytes attended the festival and information was made available to those

who could not attend,

‘This program builds bridges not only with employees, the Compan:/'s own consumers, but

with the aging professional network as well.
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"nitlative And Responsiveness”

£P1's Quelity Ssniar Living Program Is a reflection of the Company's commitment to
supporting the needs of o155t people — those whom It directly touches as well as others
who can benefit from Its leadership, dedlcation and datermination to helping older folks
mairtain thelr indspendence for as long as possible.

The Company currently works with upwards of 75 organizations who are working on
behalf of older peeple. These are largaly non-profir and governmental bodies whioh oan

benefit from the expertise and assistance of the Company end its representatives,

Summary

In"combining its efforts under the Quality Senlor Living banner, PPL has developed a
significant educational force in addressing the lssuos of aging. Yet, for es broad, far
reaohing and effectlve a3 these efforts have besen, they represent a vary very small

expenditure per customer per year,

At FPL, we believe that I more and more businesses would become involved in the
educatlonal aspects of risk reduction among older adults, the high oosts of treatment and

service could be reduced substantially.

At FPL, we also balieve that good public relations means helping pecple and from
experlence we have lexrned that the direct beneflts recelved In return are In excess of

the resources Invested,
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Senatc;r MrrcHELL. Thank you, Ms. Macaulay. Mr. Meyers.

ETATEMENT OF G. CURT MEYERS, DIRECTOR, THE WELLNESS
CENTER, LEE MEMORIAL HOSPITAL, FORT MYERS, FL

Mr. MeyeRs. Thank you. The data for this testimony comes from
The Wellness Center at Lee Memorial Hospital in Fort Myers, FL.
The function of the presentation is to present two components. The
first is that of risl: identification for the population that attends
this facility, as well as the effectiveness of health promotion on the
changes in physiological and financial areas.

We have seen over 5,000 participants in the Wellness Center
since 1984. Of those, we have conducted a study, which is what I
am presenting, on 502 participants with an average age of 66.5
years. Sxty-seven percent of these people have been referred to our
center by their physicians.

Forty-six percent of these people were men; 53 percent were
women. The educational level, which is of interest to this subgroup,
is that 33 percent achieved a high school degree or less, and 67 per-
cent achieved a college degree or greater. Seventy-five percent have
experienced up to one day of hospitalization per year at the time of
entrance, and 26 percent have experienced greater than cne day
per year in hospital days.

In looking at the cardiovascular risk factors of these individuals,
we identified cholesterol, HDL cholesterol, and triglycerides as
areas of concern. Of the 502 participants, 70 percent were of moder-
ate risk for coronary artery disease. Sixty-two percent were at risk
due to their HDL cholesterol component, and the total HDL choles-
terol ratio was at high risk for 46 peccent of the participants.

Ten percent were smoking; 46 percent had stopped smoking

In changing from the physiological risk factor to their attitude
towards wellness, it was important to rote that, of this group, 69
percent had a high interest in wellness. Thirty percent had a grow-
ing interest in wellness; 64 percent believed that health is primari-
ly determined by their lifestyle. Sixty-eight percent were willing to
change 'their lifestyle in order to obtain better health, and 77 per-
cent believe that keeping health insurance claims to a minimum is
the best way to work within the Medicare system.

As we moved from the risk identification component to the
healtn promotion intervention model to evaluate the effectiveness
of the program, we looked st 82 present members of the center’
who were over the age of 60. These participants were studied at the
time of entrance 2nd then 3 to 6 months after entrance. The aver-
age age was 67.2 years of age 35 percent were male, 65 percent
were female.

The medical status of these individuals was that 86 percent were
referred by their physician to this program; and this is a self-pay
program. Seventy percent were taking a physician-prescribed medi-
cation at the time of entrance; 57 percent had a history of coronary
artery disease, as documented by hypertension, diabetes, or a docu-

crthopedic or metabolic problems: and o
Were classified as healthy individuals,
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We evaluated various parameters of these participants, and one
of the first areas we looked at was weight. The average weight for
the individuals at entrance was 164 pounds; at 3 to 6 months later,
the weight for the group dropped to 162 pounds. This is clearly a
loss of 2 pounds per participant, which is not significant. However,
of significance is the fact that this is a unique subgroup that is in-
terested in a health lifestyle and has thus come in at probably a
healthier level than the nonparticipants.

In looking at blood pressure changes, which are one of the higher
risks for coronary artery disease and stroke, we found that there
was a 7 percent cnange in both systolic and diastolic blood pressure
with the program intervention of these people. Of interest is that, if
you equate this change with what New York Telephone has found
with their hypertension control program, they found a savings of
$663,000 annually by reducing the blood pressure of their employ-
ees, which number approximately 80,000.

The blood lipid levels are extremely important in evaluating the
risk of coronary artery disease. Of the group that we studied, we
looked at 52 active cardiac patients witl. an average age of 64.9
years old. The total cholesterol change was 11 percent with this
group through the intervention. Triglycerides changed 11 percent
as well, and the total HDL cholesterol ratio changed 12 percent.

Basically, the change in this blood lipid level resulted from a risk
identification of high risk to a risk identification of moderate risk
through this intervention.

Tkis should help resnit in some cost-savings efforts in the reduc-
tion of future cardiovascular events.

The last component of my presentation is that of the financial
ramificatirms of a prevention program and what we can do in the
future in presenting some informativn. Each member of this group
of people has paid $227.00 each to be a member of this wellness
center. This equated to $113,000 spent annually in their practice of
preventive medicine.

If this same group of people has altered their lifestyle in a posi-
tive manner and thus stayed out of an acute care setting for one
incidence of a noncownplicated acute myocardial infarction, this
represents a savings of approximately $1.5 million. This would indi-
cate that, for every dollar spent on preventive health care, there is
a return of $13.8%.

In summary, I would like to identify that this is a unique sub-
group of people that we have studied. This subset of the population
most likely believes in a healthy lifestyle as an intervention and
means for maintaining good health. Of concern t> me is the fact
that there are those other groups of people who do not believe in a
healthy lifestyle, and what are the financial ramificc“ions in
taking care of those individuals who do not take care of themselves
in a preventative manner.

So, I would like to close with four questions to the panel that
need to be answered as we address this issue. The first is: Does the
practice of a healthy lifestyle reduce the use of Medicare dollars
for this population? Second: If some third party carriers werc to
help pay for preventative healt). programs, would it motivate those
who do not practice & heslthy lifastyle?
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What is the actual financial return for every dollar spent on pre-
ventative care? And lastly: Should health insurance premiums be
set according to lifestyle of the individual?

If we in the health care industry can keep this population
healthier, there will definitely be . ~veduction in t-e spending on
coronary artery bypass surgery, hospitalization associated with pul-
monary and metabolic disease, and certainly a reduction in the
number and frequency of strokes in this country that presently are
being financed primarily by the Medicare Program. Thank you.

[Applause.]

Senator MitcHELL. That is extremely interesting testimony, Mr.
Meyers. Mr. Palevsky?

[The prepared written statement of Mr. Meyers follows:]

30
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SEiATE FINANCE COMMITIEE HEARING IH RISK~-REDUCTION

AND BEALTH PROMOTION FOR OLDER YEOPLE

JANUARY 6, 1988

The data for this testimony comes from The Wellness Center at .ee Memorial
Hospital, Fort Myers, Florida. The Wellness Jenter is a program of
multidisciplinary intervention of exercise, education, therapy and
~ounseling toward the prevention and rehabilitation of various types of

aronic disease processes commonly encountered by Southwest Florida
residents, The Center opened fn 1984 to serve the community fn the area
of:

1. Cardiovascular Rehabflitation
2. Pulrocary Rehabilitation

3. Adul. Fitness

4. Physi al Therapy

5, Health Promotion

Since the opening in 1984, 5,736 peop'e have used the Center for one of
the above gervices.

Specifically this risk identification testimony focuses on those
participants over the age of €0 years that have used the gervices of the
Center. The following survey fdentf{ies the participant at the time of
entrance into the program. The number of participants in the sub-group
is 502,

AGE: 66.5 YEARS OF AGE

SEX: MEN 46.4% (233) WOMEN 53,6% (239)
EDUCATION: 33.5% High School

or below 66.5% College or above
HOSPITAL DAYS/YR: 74% up to 1/day 26% > 1 day/year

Blood Lipids:

Cholesterol: 707 >200 Mg% (Moderate Risk)
HDL Cholesterol: 627, < 44 Mgh (Moderate Risk)
N 38% > 44 Mgk
Total Chol/HDL-
Chol Risk Ratfo: 46.3% > 6,0 (High Risk)
Triglycerides: 487 > 150 Mg% (Medfum High Risk)
Smoking: 107% presently smoke

467 stopped smoking
347 never smoked

Body Weight: 30% are 20% above jdeal weight.
Percent Body Fat: MEN WOMEN
26.5% (ideal 16-18%) 34,0% (ideal 24%)

Attitude Toward Wellness:

1. 697 have a high interest in wellness.
2. 307 have a growing fnterest in vellness.
3. 64% believe that health is primarily determined by lifestyle.
4,  68% are willing to change lifestyle to obtain better health.
5. 777 keep health insurance claims to 2 minimum.
6.  35% believe that a health insurance refund would be helpful
in having more people participate in wellness.
7. 36% belfeve that health insurance refunds would not be helpful
in having more people participate in wellness.
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HEALTH PROMOTIOR FOR OLDER ADULTS

To evaluate the effectiveness of the program orn older rdults, 82 present
members over the age of 60 were studied retrospectively., The function
of this was to evaluate the physiological changes that take place {n these
People.  Tests were performed at the entrance to the program and betweer.
3 - 9 months after Test I. Demographics of this group ave:

Average Age: 67.2 years old,
Sexi 35% Male, 65% Female
Medical Status: 86% were referred by a physician.
70% were taking a physician prescribed
medfcation.

57% had a history of coronary artery disease.

26% had a history of arthopedic or metabolic
problems (diabetes, obesfty).

17% were classified as healthy.

Weight Change:
The average weight for the group at entrance was 164.1 pounds.
At the second test the weight was 162 pounds. The average welght
loss of two pounds per participant {s not significant. However,
further analysis showed that tie males were more cbese than the
females and tended to lose more weight.

Blood Presure Changes:
Blood pressure at rcst was taken on all clients at the time of
their test. Results of the blood pressure measuremeiis yere:

TEST I TEST II % CHANGE
135/82 126/76 1A

The change fn blood pressure is not extreme. However several studies
have ghown that the greater the amount of hypertension, the more change
likely to take place with lifestyle assessment. The entrance blood
pressure of 135/82 would be considered a normotensfve reading.

Resting Heart Rate.Changes:
Resting heartrate was taken on zi! clients at the time they were
to begin their exercise stress vest. Results indfcated;
TBST 1 TEST IX % CHANGE
75 BPM 72 BPM 47
This change would not be considered significant. However.

& resting heartrate of 75 BPM is very good for this
age group.

B'-.ud Lipid Levels:
Blood 1ipids were only drawn on those patients who had a physician
prescription for such. This was a sub-group of 52 active cardiac
patients at an average age of 64.9 years.,

Blood Cholesterol, triglycerides and HDL cholesterol levels were measured.
Results of testing between Test I and Test II within a three month
frame show:

TEST £ TKST II % CHANGE
Total Cholesterol 229.3 mgh 205.9 mg% 112
Total Triglyceride 221,55 mg % 184,25 mg? 117
HDL Cholestrol 37.43 38.2 27
Total Cholesterol/HDL 6,13 5.39 12%

Average cholesterol for this populaticn was 215 mg%. The change associated
with the cardiovascular rehabilitation intervention i{s favorable and

shows a reduced risk for a cardfovascular event. Thue, this population
through the intervention, shows a potential cost savings to society by
reducing the risk of another cardiovascular event.
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Triglycerides are often affected the most through exercise., Triglycerides
values of 160 or greater are considered to be elevated, at levels of 200
or more the person is at high rfsk. As shown with this group, che
triglycerides 1levels wsre abnormally high. Intervention through diet,
exercise therapy and educatfion reduced the risk of future cardiovascular
events.

HDL Cholesterol {s considered to be protective against curonary heart
diseasc, As such, the higher the HDL, the lower the risk of cardiovascular
fncidont, Little change in HDL cholesterol was observed with the
cardfovascular rehabilftatfion {nterventfon, however these values were
not abnormally low from the first test, thus there fs not as much change.

Financial Ramificatfons:

Those over the age of 60, as studied by this facility, have an finterest
in obtaining and maintafning a healthy lifestyle. Each member of this

group of people has paid $227 per year fo participate in the Wellness
Center. This equates to $113,954 spent annually in thefr practice of
preventive medicine. If this same group of people have altered their
lifestyle in a positive manner and thus stayed out uf the acute care
hospital setting for one incident such as a non-complicated acute myocardial
infarction the gross savings represents approximately $1,581,300. This
would fndicate that for every dollar spent on preventive care, there is
a savings of $13.88 in direct hospital costs.

As well, the better educated clients are more likely not to use emergency
room departments when angina or shortness of breath occur because they

.are more aware of the proper course for the prevention of emergencies
and medical interventfon. The need and use of hypertension w>dicine may
be reduced. Also, physician office visits should occur less frequently
as putients takes better care of themselves.

SUMMARY

After seeing well over 5,000 people at this center, it becomes clear that

this population believes that proper lifestyle will result in fncreased
longevity and decreased morbidity. Because of this belfef these
participants spend money to obtain the evaluatfon and intervention
techniques used by this facility. .lthough the data presented indicates
that many people over the age of 60 are at risk for the development of
cardiovascular disease, pulmonary disease or metabolic disease, it must
be acknowledged that this is a unique sub-set. This sub-ser of the
population most 1fkely belfeves in lifestyle interventfon as a means of
maintaining good health. ODf concern are those individuals that are not
as motivated as this sub-group. ©One might identify that non-motivated
people over the age of 60 are more likely to make use of acute care medicine
and thus require more of the Medicare dollar due tc thefr lack of belief
in a healthy lfifestyle. This leads to many questions that we need to
answer as we evaluate the cost effectiveness of preventive medficine as

an intervention to help cure the rising cost of healthcare for the older
adult.

1. Does the practice of a healthy lifestyle reduce the use
of Hedicare dollars for this population?

2. If some third party carriers were to help pay for preventive
health, programs, would ft mot’ «te those who do not practice
a healthy lifestyle?

3. What is the actual financial return for every dollar spent
on preventive care?

4, Should health insurance premiums be set according to the
lifestyle of the individual?
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Aruitoxt provided by Eic:

HEART LIFALTIE SUMMARY

HIPAPT HEALTH SCORE
Very low (v. ,Poor risk)
Low (poor risk)
Avarage (fatr ricl)
fand (annd ricl)
reellent (very qood)

Ava. hevr* haalth zcora
Reconmend tcora of &0¢

CHM FSTFROL tL.EVEL
More then 760 mo%
229 to 260 ma%
201 to 230 mp¥%
171 to 200 ma%
170 ma% or less

Ava. cholastarol level
Recommond 1€0 ar less

HOl CHOLESTEROL LEVEL
Lers than 33 me¥%
3 to A3.9 mg%
a4 ta 33.8 mo%
%4 .tno 64,9 mo%
£3 ma% or more

Avq, HOL Chol. laval
Pocom. 4%¢ Meny 33¢ Women

T 0O /HOL-C RISE RATIO
teex than 3.8

3.% to 3.9
4.0 to 4.8
%.0 to 3.9
6.0 TO 6.9
7.0 OP MORE

Avaryge risk rstin
Pacomwend 4.0 or less

SY3TOLIC BLONOD PRESSURE
lees then 120
120 *o0 139
170 to 1%9
160 or wmnara
LR LY ay1tofir oe
frrammand Yagx than 140
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tn)
28

97
N
66
o

43.95

(n)
11
17
28
17

221.0

(n)

(n)
e
222
124

36

130.53

%)
3.6
19.3
62.n
12.1
0.0

t%)
10.4

3.0
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6.4
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A FullToxt Provided by ERIC

HEART HEALTH SUIMMARY

ERIC

DIATTOLIC BLOGD PRESSURE
'ezx than Q0

nn +vn @9
A s 04
% oar mare
Avaraqge Diastolic BP
Freommend less than 90

TRPIG! YCCRIDE (L EVCLS
targ than 100 mo%
1N ta 149 mgt
1%0 to 192 mp%

200 m9% or more -

Average Triglycerides ng
fecommend loss than 120

fLUCOSE LEVELS
Lass than 115 mp%
113 HG% or more

AvAarsge Gilucose 1nvel
Perommend less than 113

SHOFING STATUS

“tatus unl-nown

t'avar amnlad repulsrly
“tapped smoking

Sw2kt dne pick per day
“maba twa packs/day
“wal v pipn or ciqar
Cunke e packR/Any

Farcant smokers {n group

RESGTING HEART RATE
tege than 60
A0 tn 69
0t 79
A0 tn 89
an o1 more

AvAarsga rasting HiR
Racommen, 60 or less

in)

(n)
14
27
17
20

184,60

n)
N

21

109.2

(n}
o
166
233
32
n

10 o

tn)
47
139
37
106
3

73.8

%)
42.8
40.8
17.6

3.8

(%)
17.9
34.6
21.8
23.6

%)
70.8

29.2
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FITHESS SUMIMARY

SITHISS SCORE.
Y..ow 0 to 19
Low 20 to 39
Avg. 10 to %9
fiond 60 TN 79
f.xcel R0 TO 100

Averigqa fitnasxx
Recomnend tcore

xaora
of 604

CHYSUCAL ACTIVITY
Hnt reparted
Ho ~araise progran
¥ to 2 timex/week
2 to § tines/weat

STATUS

T ota L otimex/weet
Datly

Parcoent exarcising

"y reise praarnm
[TPN . 100 ~3 ) fpang
HOO L RPN LT RFTS YOS
2000 1o 2799 Fal/swasp
2087 ar more

T Tanisn NALORIES/WRER
~on
“

Avarsga ecinr, cal/wan
Secammend 10004 cal syl

ATRORIC FOQWER (HVN-2)
teas = than 20
30 tn 34.2
10 to 48.9
SN tn X9.9
A0 plins

Averaaa MVO=-2 (misl g/min

TEACSUT BODY TAT (MEN)
0% less
1N.1 ta 15%
5.1 to 20%
0.1 to 2%%
Ty s than 2%%
hwrran %o fat ‘or men

Fav awmond 16Y% ar lezs

O

;1-971 0-88 -4

(n)

30
1068
240
ns

10

48,1

{n)
41
300
44
66
28
23

23.4
(n)
228
28
83
41
S2
1988%.6
(n)
308

91
29

27.7

(n)

n
38

100

26.%

(%)
6.0
21.1
17.8
230
2.0
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TIMHESS SUMMARY

O

SrRCCHT BO0Y FAT (WOMEN)

18% or less
-1 to 22%
ta 27%

271 tn 32%
ilare than 32%

Avnraqe %4 fat for Women
Fecomwend 24% or less

GRIP STRENGTH (KG)
! sx< than SO
S0 tn 72,9
7% tn 989.8
100 th 124.9
12% ar mors
Averaga qrip (Kg)

CACITHAL STRENGTIH SITURPS
‘efe th-n 10
10t~ 13
2 tr Da
M ote 29
‘9t g0
50 ar mora
Asnrage nn. situps/min

AR CEEXTION (IN.)
oL bhan N

~ ta 1.9
10 ta 14,9
1% ¢p 19.9
29 or more

Avarage spina flexion

RLLATIVE WT(100% = [OEAL)
l.esg than 100 %
100 %o 109%
106 te 119%
120% ar more

Avaragas Ralative Wt
Prcammend leoss than 110%
Wt ldnsl WLt Y 100 = Ral.

184

S6.1

(n)
92
103
49
11
3

63.3

(n)
73
92
34
18
2
1

14.7

n)
19
£0
188
160
3N

13.5

(n)

N
188
133
150

14,7

wt.

] 98
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%)
33.4
40.4
18.8

4.2

1.2

%)
33.2

41.8
15.5

=X
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%)
4.1
121
41.0
34.9
6.8

%)
6.2
37.5
26,3
29.9

Fercent Oistributian

0-~+~10=~=20-=-30~=~40=--50---£0
PO : : : :

14
iwe)
IR RSN

H
H
. .
H H
HERREE XN PR E R Y PR Y TR

Parcent Owvstribution

0===10-==20==~=30==~40===50
issnsunvENT PRI ERED) H
:nnul.nlllvll!..nlnu; H
lssnnnnned! : : H
i) 4 H H H :

Percent Distributina
0===10===20-==30=~=3f=m=®a

INssREnDEERARTARE) H *
:l"ll!lll.ll."!‘llv:

v senE) ! . H
RS B X »
> : :

]
. .
H H
o . .
o2 H
- .
H H

Fercent Oistr ihction
Qm=elfecc2Neunien- 40"

UL H H : H

IEE XL RS B i, H H
IvCsssenssnnssynsnnen’

IR Y R Y FESY H H

i) : : : :

Percent Ofstraibution
0===10-==20-==3G=>=40-==CG

Tasd H

IRA R AR RS RS ETE Y D)

IREE TS TR T Y FEY S I

.
H

(BT BPAIRERTREN)

tevs

«-=t

%
-
e

.ani,

"

-
.




STRE]S SLORES-
Severe distress

Sianificant distress
Nictrnoet 20ne

Strass 2one

Harginal zone

Low positive
ffocitive well-being

Averaga stress zcore
Recamnand sCore of 81+

110URS OF SLEEF/DAY
No response
Hore thin 8
7 to €

£ to 6.9

S to 8.9

less than S
Pacommand 7-8 hrs

wORK I.IFE
Ho response
It's grest
Good, enjoy my work
O hut aftan hard
A taiing necessity
Oread each day

\ AHNUAL. VACATIONS
Ho resfonze
ttot ragularily
Ocoanfonnlly
Regularly

FUN ACTIVITIE'S WEEKLY
o sosponse
Hn, not reqularly
Occasfonally
Yass ragutlarly

O

ERIC
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tn) (%)
3 0.6
? 1.4
49 9.8
86 171
41 8.2
se 1.6
238 S1.4
78.1
(n) %)
18 3.6
72 14.3
239 s1.8
104 20.7
“ 8.2
8 1.6
(n) %)
189 37.6
84 15.7
192 38.2
22 4.4
14 2.8
1 0.2
(n) (%)
26 5.2
36 171
9s 18.9
29s s0.8
(n) %3
18 3.6
3] 12.2
138 27.8
288" 55.8
» o
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HUTRPITION Sinm1aRy

MUTRITINUN SCORE

Vare low 0 to 19
I o 20 to 39
Wwhenqs 40 to 39
Qo eH to 79
£ .cellent 80 to 100

Hvarige autrition geore
- Taem qond score of 60+

FAT = % OF TOTAL CAL
texx than 20%
20 to 22.9%
20 to 29,9%
a0N% or more

Aver. % of c3l. from fat
Recammend less than 3%

AT FAT - % 0F cAL
lrrs than 5%
* to 9,.,9%
10 ta 13,9%
Y1 4a 9,92
20% av more

Avaraga rhreant
freanmend lesz than 10%

CARSNUYDRATE - % OF CAL
Lax® than 40%
40 to %4.9
WG te £9:9
70% or morae

Avaraga fFarcant
Facommand S5% or more

SUGAP - TEASFOONS /0AY
Lare than o
4 to 9
1N to 14
15 or more

Avarage t. sudar/day
Fatammend lesz than 10/day

(n)
23
17
239
203
16

$3.8

(n)

132
263
39

33.4

(n.

15
114
326

44

n.e

(n)
127
3146

54

45.3

(n)

7€
169
101

1354

13.6

169

O
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S.2
30.3
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1.0
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HUIRITLIN

GUMMARY

FISEF fGM)

(n)

Legx than € “ 140
2 te 11.9 190
12 tn 18,4 79
16 or morae 93
Avorage fiber intake 12.6
Recommend 12+ 9m/day

DIETARY CUHOLESTIIROL (MG) (n}
Lews than 100 2S
100 to 239 192
N0 to 499 174
RQ0 or more m
Avarige chol., intale 403.4
Rer, Men {200, Yomen <250

PEFINEN CaL, - % OF TOTAL (n)
Lers than 19 g7
16 tn 12.9 136
20 to 2%8.9 116
30 to 39.9 94
40 or more 39
Avaraga Ratinad Cal. 23.0
Recommend lesz than 20Y

GAT BREAKFAST... (n)
Ho response 1
Hanrly avery day 336
Occasionally 86
Seldom aat breaktfast 69

SNACK BETWEEN MEALS... (n)
Mo response 16
Nasrly svory day 108
Occasionally 232
Saldom eat snacks 149

B3E OF \"HOLE GRAINS... {(n)
tio respronse 17
Mo 1y rafined grains 73
foms whola prains nmz
MHovt ly ar ®1) wh grains 29%

ERI

Aruitoxt provided by Eic:

97

(%)
3.0
38.2
34.7
22.1

(%)
19.3
2741
23.1
18,7
1.8

(%)
-3.2
20.9
46.2
29.7

%)
3.4
12.9%
23.72

3%.8
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Y o8
|
|
’ 1Z-Zzereit |
ZARETY SUNMARY Fagy -~ =
Percent 013tribut van
SAFCT SCARE 1g-%0) (n) (%) 0nec)0mcc20--c3NecndQennafianans
Very low 0 0.0 1 ! : . i
1 ow [ 1.2 Hae : H ' N
Avernas RN JR.Q  tevesunes H :
a0 212 2.2 REAZ AT R R R R P
I ¢ Yinr} 2014 40,6 :----wo--n-n-----qu\ .
Avarnae xataty zcara 36.¢
Par mamend score of 404
Percent Diztributisn
SEATRSt T U2AGE (n) %) 0---10---40---30---dh---'ﬂf-~<f
Ho y2xpongze 19 3.8 1y H : H :
[eldem svar wear 6.8, 7€ 15.5 lerevsewy o : H
Correropally 72 14,72 HEE R A R RS H H :
Mozt nt the time 102 20,5 lsvsrvssan)d : H
MY af the time 230 45.8 AR EA R R 2R Y R IR P aa *
Percent Oistributian
NRINFING ANO DRIVING (n) %) 0---10---?0---;0---40 RC=r 20
He re=ponge e7 17.3 lesssensn); H H H *
: fivan atfter many drainks 8 1.6 : : : H H
After a few drinks %0 10.0  luswn) : H : H :
Rarnly 108 20.9 lesusssssa) H H ' :
Hever drink and drive 154 30,7 lvessvsmusunsmaun) : :
Haver drink 98 19,8 lesanunzmnn) H H H :
Fercent Oistribution
HO. ALCOMHOLIC ORINKS/WK (n) (%) o---10---70---30---40---%n---—c
No recponse 148 29.8 AAAEEET AN RF Y TIEY . H
Hons 96 19,1 lwvsevsssurvd H : H :
1 to 24 133 26,5 irsemsvseinen)y 3 H H :
35TIT0 9 69 12,7 TevENER) H H H H
10 TO 19, 34 6.8 Ixe) : : H : .
20 10 29 16 3.2 ey : H : H
0 ev more 6 1.2 : H ! H H H
Aver 39 oy inka/wk 7.3
IFecommend 1ess than €/wk
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CANTER D151 SUNMMARY

AFI T BRFAST E)AM
e rexponse
fraet vrox 3BE monthly
floes. nnt practics SRE

Facnmnand monthly SBE

AGFT RESULAP PAP SMEAR
Ho rexponse

Ya«y annually
fexy overy 2 yrs
No, not ragularly

Ho, uterus removed

Recommand evary 2 years

ERIC
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(n)
103
137

29

(n)
19
N2
33
23
60

99
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38.3

50.9
10,8
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VCLI HESS ATTITUDE SUMMARY

ATTITUDE TOWAPDS WELLNESS
Low intarest (0-41)
Growing intarest (42.5%
High {interext (56-61)

Avar wall, Attit. scora
Racommend gcore of SE+

HEALTHFUL LIFESTYLE IS...
Drab & uninteresting
Nnt sura
Fun and rewarding

Averaga scora (3-15)
Ideal sgcore 15

HL.TH FRIM. DETERM. BY...
Heredity/medical care
Hot sura
Choren of tlifestyln

Averaga scora (2-
Tdenal score 15

15)

WILLINGHESS TO CHANGE. ..
Mot wvery 1ikely
Hot sure
Very likaly

Avariga scors (3-15)
1deal scors 1%

TMPLOYRP *S HEALTH CONCERM
Hot very concerned
Nat surn
Yory eoncarnnd

Avariga score (2-10)
Hevnmmand ernra of £+

HOW T DSE HL THSURANCE
Get 11 Flaimg 1 can
Ha npining
et ¢ 1aime to minimum

Averaga scara (1-5)
Tdaal arars %

ERIC
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{(n)

12
146
344

38.1

{n)
22

190
290

1.7

{n)

n
173
e

{n)

n
182
339

(n)

28
138
339

{n)

L2

(4]
3:13

100

%)
10.2
172.9
76.9
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WELLNHESS ATTITUDE SYMMARY

MOInsuR,

FOST CONTAIN, (n) (%)
H1 tnrur refund helpfu?l 176 3s5.1
Ho opinion 146 29.1
H1 infur refund no help 180 3.9
Avarige scora (1-9%) 2,8
Idenl <core S
HEALTI? PRACTICES SUMMARY
HCAL TH PRACTICES SCORE (n) (%)
. Taro 0 0.0
DOna 2 0.4
Twa 29 s.8
Thraa 80 18.9
Faur 148 29.83
Flva 142 28.3
Gin 83 16.9
Savan 16 3.2
Avaraga score 4.4
Fecommand score of 6+
Avarsga parson yrs lost 3.8
Total person yrs lost 1082.7
Rased on the 7 Good Heslth
Mractices and Longevity Study.
‘laalth practices score is the
numher of qood health practices
furrantly being followed.

OVIERALL WELLNESS SCORE (n) (§3]
Vary low (0-19) 28 3.6
Vnu (20-39) 2 0.4
Avv rman (40 39) 217 42,2
finnd 160-79) 230 49,8
fcellent (80-100) S 1.0
Ve v nan wallnagy snara 57.2

"occwmand gscore of £0¢
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. A Study of Coronary Artery Bypass Patients
Comparing Those Who Have Received Cardiac
Rehabilitation Services to Those Who Have
Not.

The California Association of Rehabilitation Pacilities
(Cal-ARF) conducted s atudy of coronary artery bypaas patients
in 1987. 10 hoapitals atatewide participated in collecting
data on patients who had undergone coronsry artery bypasa
surgery in 1985. Medical charta of patients waere reviewed
through cardiology practices in the geographic aroca of each
hoapital. Information was collected on a number of variables
for a 12 month poat aurgery period. noted on data collection
forns and submitted .o the Cal=ARF oifice for compilation and
analysis.

All patients included in the study met the following criteria:

1}  had coronary artery bypass surgery in 1985

2) were under 65 years of sge at time of
aurgery

3} wore non-amokera (at leaat since time of
surgery}

4) wore not disbetic

S} woro not self-pay (i.e., sll covered under
some inaurance program, public or privatel

The control group of 65 patienta met all of the above
criteria. The average age of the control group patients was
54.8 yoars. B84.6% of patienta in this group were covered by
private insurance, 9.2% by Medicare, 4.6% by Medi-Cal and 1.6%
by worker's compensation.

The cardiac rehad study group of 80 patients met all of
the above criteria and participated in an outpatient cardiac
rehabilitation program. Tho average age of the cardiac rehad
study group patient was 54.9 yearas. 88.75% of patienta in
this groJp were covered by private insurance, 11.25% were
covered by Hedicare and there were no Medi-Cal patients aince
this is currently not a covered benefit.

The following is a compariason of the control group and
the cardiac rehab study group on the variables teated.

1. CORONARY RELATED RKERGENCY ROOH VISITS IN 12
MONTH POST SORGERY PERIOD.

Tbe control group had significancly
woro (p<.025) emergency room wisits than the
cardiac rehab. study group.

12 out of 65 patienta or 20% of tle control
roup used hospital emergencCy rooa services
iS of the 12 went more than oncal.

ERIC
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9 out of 80 patients or 114 of the cardiac
rehab study group used hospital emergency
toom)servicas (none of the 9 went more than
once).

2. CORONARY RELATED REHOSPITALIZATIONS IN 12
NONTH POST SURGHRY PERIOD.

The control gronp had significantly more
(p<.025) rehospitalizations than the cardiac
rehadb study gronp.

15 out of 65 patients or 23% f the control

group required rehospitalizatio

8 out of 80 patients or 10% of the cardiac
rehab study group required re rehospitalization.

3. OFPICE VISITS TO A CARDIOLOGIST IN 12 NONTH
POST SOURGERY PERRIOD.

The control group had significantly wore
{p<.005) office visita than the cardiac
rchab. atudy group.

Patients in the control group averaged 5.25
visits to their cardiologist in the 12 month
post surgery period.

Patients in the cardiac rehab atudy group
averaged 3.95 visits to their cardiologise
in the 12 month post surgery period.

4. NUHBER OPF DIAGNOSTIC PROCEDURES IN 12 MONTH
SURGERY PERIOD.

‘this is one area where there was litt)e
variation between the controi group and the
cardiac rehab study group.

Patients in the control group averaqed 1.6
procedures and patients in the cardiac rehab

stud roup averaged 1.8 procedures.
study group averaged 1.5 procedures.

S. USE OF CORONARY RELATED HEDICATIONS AT 2
HONTHS POST SURGERY AND 12 MORTHS POST
SURGERY.

AVE. § MEDS AT 2 MOS. POST-CARDIAC SURGERY

Control Study
(W) b (\)
J or fewer _22 (33.8%) 55 (69%)
J or more _43 (66.2%) 22 (27%)

The control group was taking significantly wore
{p<.001) medications at 2 months post cardiac
surgexy than the cardiac rebab stndy group.

(*may not add up to 100% due to several no
responses)
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AVERAGE # MEDS AT 12 MOS. POST~CARDIAC SURGERY

Control Study

$ (r) i )
3 or fewer 28 (431) 65_(81v)
3 or more _33 (S51v) 12 {154)

Again, the control group was taking significantl
more (p<.00l) medications at 12 :Lnth ;Lu{

ia
;:::p.c surgery than the cardiac rehab study

In summary, this study points to reduced utilization of other
medical services by patients who have participated in outpatient
cardiac rehabilitation programs. These findings are consistent with
nationwide literature substantiating the benefits of cardiac
rehabilization services.

Currently, outpatient cardiac rehabilitation services are covered
by Medicare and most major private insurers. The Medi-Cal program
does not offer this service to medically eligible beneficiaries. rThis
study provides hard California data to support the cost benefits of
these services to the Medi-Cal program. A more detailed fiscal
accounting will be forthcoming.

Contact Person:
Rhea Brunner
Cal=ARF Advocate
916~441-5844

YTE: The results of this study were analvzed using *Simple Stat”
woftware package Zor spread shoeets (1987 copyright, B.R. Forer,
Ph.D.).
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Cal-ARF Completes Study of Cardiac Rehabilitation

Last year, Governor George Deukmejian vetoed
legistation which would have added outpatient car-
diac rehabilitation services to the list of Medi.Cal
benefits. Currently, Medicare and most major private
insurers cover outpatient cardiac rehabiktation fo-

Aruitoxt provided by Eic:

patients who meet specified criteria, Cal-ARF is pur-
suing this legislation again in the form of AB 349,
authored by John Vasconcellos (D-San Jose).

The Deukmejian Administration is again opposed
to this measure. They are not convinced that cardiac
rehabilitation services are cost effective. In meetings
with the Administration, DHS chatlenged Cal-ARF to
show hard data supporting the cost benefit of outpa-
tient cardiac rehabilitation,

In response to this challenge, Cal-ARF sul
15 facilities statewide to_compare individuals who
have recefved cardiac rehabiliation (study group)
with those who have not {control group). There were
# total of 80 patients in the study g;oup and 65 in the
control group.

All patients in the study: 1) underwent coronary
artery bypass surgery during 1985; 2) were under 65
years of age at the time of surgery; 3) were non-
smokers, at least since surgary; and 4} were non-
diabetic. The study group diifered from the contro!
group by completing 8 cardiac rehabilitation pro-
gram as defined under Medicare guidelines.

The focus of the study was to compare the differ-
ences between the two groups in a8 12 month post-
surgical period in a number of areas, including 1) the
number of coronary relsted emergency room visits;
2) the number of coronary related hospralizations; 3)
the number of phone calls and offce visits to the
cardiologist; 4) the number of coronary diagnostic
procedures; and 5) the use of coronary refated medi-
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catons over 8 12 month period.

The data are cumently being analyzed. Once
analysis is completed, a report will be prepared. P
liminary findings are extremely promissing In alm
every category, the patients who have not recen
cardiac rehabilitation services are heavier users
other medical services. For example, the data sho

¢ Patients in the control group were aimost th.
times more likely to seek emergency room ass
tance than patients in the cardiac rehab study gro

¢ Patients in the control group were ! leact <
tmes more likely 0 require re-hospitatization 1r
patients in the cardiac rehab study group.

¢ Patigntsinthy ontrol group made more pho
calls and office visits to their cardiologist than t
cardiac rehab study group.

¢ Patents in the contro! group showed a sign
cantly greater relance on coronary related medic
tions than patients in the cardiac rehab study gro
At 12 months post surgery, 81 percent of the care
rehab study group took less than three coron:
related medicalions. In contrast, only 43 percent
the control group took less than three coron:
related medications. This is perhaps the most sign
cant finding.

The preliminary findings appear to substantiate t-
premise that cardiac rehabilitation services are cc
effective. Hopelully, this data will prove useful
seeking the passage of AB 349, which would requ:
Medi-Cal coverage of cardiac rehabilitation,

S0t
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STATEMENT OF ELLIOTT PALEVSKY, M.A., EXECUTIVE
DIRECTOR, RIVER GARDEN HEBREW HOME, JACKSONVILLE, FL

Mr. Parevsky. Thank you, Senators, for the opportunity to
appear before you and enjoy the crucial discussion.

My testimony is really based upon observation of twenty years in
geriatric programming, the last ten of which have been at the
River Garden Hebrew Home in Jacksonville, FL, in long-term care
at a rehab center.

Also, thanks to a former Governor’s appointment, to say that we
wait too long to make available reasonable support and assistance
in helping to cope with the problems that arise in old age is no rev-
elation, it has been spoken about. Medicare and Medicaid Pro-
grams originally intended to assure access to acute medical care for
the elderly and poor, but they have become the only universal gate
place into a disjoinced care system for the aged.

Medicare provides coverage for physicians, hospitals, and limited
rehab care. Medicaid provides long-term care services for the poor
and, more importantly, for the middle class, once their limited pri-
vate means have been exhausted.

Yet the key to all these services, to opening the door to this dis-
jointed system, is a medical crisis or a functional crisis in the daily
life world that it has become so severe that it requires medical re-
sponse. Once this access has been achieved via this crisis—if I may
a costly crisis—a host of all kinds of other services might become
available but only as ancillary elements responding to the driving
medical problem. By this time, the individual in relation to his or
her life world may have become so compromised that no realistic
return is likely.

The informal care and support system which provides upwards of
70 percent of all long-term care services in this country, at no reim-
bursement, but that informal support system may have been taxed
and broken beyond tne point of reconstitution. Because programs
of support and assist tend to focus on the individual’s needs and
the individual’s assets, they also inadvertently distance that indi-
vidual from the very informal care support system which might be
sustaining.

With some bolstering, that informal support systemn might still
have been able to sustain, rather than wait for the medical crisis.
We need to model a system of overlay services responding as the
simple problems arise, without the need for medical presentation,
allowing people to age in place with social connectedness, whether
they are living alone or with spouse or with children or in a retire-
ment residence.

We need to stop thinking about shifting people into boxes where
they need a particular kind of service or a particular kind of pros-
thetic support. We need to look at a coordinated range of overlay
services. For some folks, finance is not a problem. It is the avaii-
ability of a rational range of services. For other folks, finances are
a problem, and one can think about a model which funnels Medi-
care and Medicaid funds on top of what their means are, not
asking them to divest themselves, as those needs arise.

At River Garden, that is exactly how we provide the long-term
care and short-term care. We don’t follow the logic of disjointed
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programs; we put all sources of funds into one funnel. We thex al-

locate it out based upon the needs of the clients, whether they are

grivately paying or whether they are publicly sponsored and subsi-
ized by the community.

The River Garden Home is also right now at the beginning point
of modeling this kind of overlay system for the development of a
campus with radiating se:vices out to the community. It will con-
tain the long-term care center, the health center, an Alzheimer’s
center, a short-term rehab center, housing for aging in place—
meaning services as you need—but not court-assisted living, and
outpatient services or family care support services, either on a self-
managed basis or on a case-managed basis.

One of the things we are proud of is that we are going to again
be combining service to the middle class and well-to-do, at the same
time as we will be serving the economically disadvantaged and dis-
enfranchised population, both at the same level, by not following
the logics of disjointed program reversement systems, but by using
t}éidgunnel effect and allocating out rationally over a range of
needs.

I think it is an interesting model to look to, and I think that that
kind of coordinated range are the things that were spoken about
the first panel.

Now, even under Medicare, part A, there are some programs now
that would cause the rehabilitation of older people. River Garden
serves approximately 250 rehabilitation clients a year presently,
some 85 percent of whom return to their former mode of living,
after a length of stay of less than one month. This, however, ap-
pears to be the exception.

Our programs are staffed by a full rehab team, OT, speech, PT;
we have our own medicel staff. We look for people with good rehab
potential and a support system so that they may benefit from this
unique program, and it is offered in a very separate part by a sepa-
rate logic of our agency.

Most post-hospital skilled nursing care is given by proprietary
long-term care providers where the operating imperative is to keep
beds filled. Relatively rapid turnover and discharge serve this pur-
pose. Conversion to long-term care is often the path of least resist-
ance on the part of all involved, and it also serves the financial in-
terests of the average provider. The outcome appears to be normal,
given the present sensibilities of our society.

This 85-year-old person has suffered a stroke, has become inca-
pacitated, and now must spend the rest of his or her life in long-
term care. It need not necessarily be so.

Most providers rendering services under Medicare A do not have
the in-house rehab capacity, in addition to which, under cost con-
tainment, they are pressed by the fiscal intermediaries for the uti-
lization review process such that, in order to provide the person
with the right kinds of support and assist, one ﬁas to spend hours
justifying the rehab stay.

Unless we are willing to invest in that kind of nonproductive
time in order to save a person, the path of least resistance is to say
forget it, and let the person convert into long-term care. Even if
that rehab has been successful and we are about to discharge a
person to home, we are discharging them with a ventilator. Medi-
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care might pay $150 a day, $55,000 a year for the use of the venti-
lator; but if they need a knife and fork adoptive eating device so
they can eat without assistance, or a buttoning device so that they
can dress themselves, or a back-scrubbing device so that they can
bathe themselves—all those things in total may cost $25—there is
no reimbursement available for that.

I am sorry to say that, with some folks, that $25 is impossible
after a significant hospitalization and rehab stay.

And so, for want of that, we compromise the possibility of contin-
ued wellness. My friends at ZNA tell me the sanie thing is true in
home health care. You can build a wheelchair rack, but you can’t
get a doorknob to work for an arthritic hand; and that again makes
the situation untenable.

I think we need to rethink the entire system so that it is not dis-
jointed, so that it doesn’t Go what our tax system used to do and
probably still does, which is, yes, do unproductive things based
upon reimbursement implications. We need to look towards what
the first panel spoke of.

While we are doing that, we need to eliminate these anomalies
in the system that we presently have, so that those things that can
work do work. You know, there is the old refrain:

For want of a nail, a shoe was lost; for want of a shoe, a horse was lost; for want

of a horse, a rider was lost; for want of a rider, a battle was lost; for want of a
battle, a war was lost; for want of a war, a kingdom was lost.

And that is what we are really facing here.

For us, the fiscal kingdom is budgetary manageability. The social
kingdom is a humane, decent society. And the personal kingdom is
what value do we place on an individual?

Unless we can rationalize the thing based upon our most basic
human values, we are never going to solve the problem on human
terms, and we are never going to solve the problem on fiscal terms.
Thank you.

[Applause.]

Senator MrrcHELL. Thank you.

[The prepared statement of Mr. Palevsky follows:]
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TESTIMONY BEFORE SENATE FINANCE COMMITTEE HEARING
ON HEALTH PROMOTION FOR OLDER PEOPLE

Thank you for the opportunity to appear before you and join
this crucial discussion.

I presently serve as the Executive Director of the River
Garden Hebrew Home for the Aged in Jacksonville, Florida, a
private, philanthropic, long-term care and rehabilitation agency
accredited by the Joint Commission on Accreditation of Hospitals
and sponsored by the organized Jewish community of Jacksonville.
My observations are based upon twenty years of involvement in
geriatric programs, the last nine of which have been at River
Garden.

To Ssay that we wait too long to make available reasonable
support and assists in helping cope with the problems that arise
in old age is no great revelation. The Medicare and Medicaid
programs, while initially intended to assure access to medical
care for the elderly and poor, have become the only universal
gateways into a disjointed care system for the aged. Medicare
provides coverage for physicians, hospitals, and 1linited
rehabilitation services. Medicaid provides long-term care
services for the poor and the middle class, once limited private
means have been exhausted.

The key opening the door to this disjointed system is a
medical crisis or a functional crisis in the daily life world
which has become S0 severe that it requires medical response.
Once access has been achieved via this crisis, a host of other
services might become available, but only as ancillary elements
respor.ding to the driving medical problem. By this time, the
individual in relation to his or her life-world may have become
so compromised that no realistic return is likely. The informal
care and support system (which provides upwards of seventy per
cent of all long-term care services) may have been taxed and
broken beyond the point of reconstitution. Because programs of

support and assist tend to focus on the individual'’s needs and
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assets, they also inadvertently distance that individual from the
informal care system which might, with some bolstering, have the
capacity to sustain.

Rather than wait for the medical crisis, we need to model a
system of overlay services responding as the simple problenms
arise, allowing people to age in place, whether they are living
alone with their spouses, children, or 1in retirement
residencies. We also need to view the aged person in the context
of the informal care system as the "client unit."” For some the
combination of assets available within the informal support
systen would be sufficient to meet needs were a coordinated range
of overlay services available. We need to stimulate the
establishment of such a range with rational access. For others
there will come a point‘of financial insufficiency in the face of
needs. An appropriate response mechanism could be a combination
of Medicare and Medicaid funds to supplement private means on a
sliding scale or matching basis over a coordinated range of
services through a social HMO model.

Under Medicare Part A there is a program which is intended
to give the older person the opportunity to receive skilled
rehabilitative care after hotjitalization for trauma, heart
problems, strokes, fractures, and the like. The goal of care
is discharge to the community. However, even here progran
mechanisms thwart program purposes.

River Garden serves approximately 250 rehabilitation clients
a year, some 85% of whom return to their former mode of living
after a length of stay of less than one month. This, however,
appears to be the exception. our programs are staffed by a full
rehab team and our goal is discharge. we look for people with
good rehab potential and a support system so that they may
benefit from this unique program. It is offered in a separate
portion of our facility and is guided by a distinct operating and

care philosophy.
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Most post-hospital skilled nursing care is given by
proprietary long-term care providers where the operating
imperative is to keep beds filled. Relatively rapid turnover
and discharge can subvert this purpose. Conversion into long-
term care is ofter the path of least resistance on the part of
all involved and also serves the financial interests of the
average provider. The outcome appears to be normal, given the
present sensibilities of our society. This 85-year-old person
has suffered a stroke, has become incapacitated, and now must
spend the rest of his or her days receiving long-term care. It

need not necessarily be so.

Most providers rendering service under Medicare A do not
have in-house rehabilitation and medical stafZ so that the rehab
component is essentially plugged into the long-term care program
by a non-coordinated set of outside providers. This, too,
nitigates against successful rehabilitation.

For some with true rehabilitation potential, there is
pressure by the fiscal intermediaries to discharge as soon as
possible through the utilization review process, Yet in the
geriatric care client, progress is often slow, with intermediate
plateaus of stasis. For those who are "discharged" into long
tern care, the absence of Medicare coverage may have only
financial implications. For those prematurely discharged home,
the denjal of such coverage may result in a person who is doomed
to failure. At River Garden we do battle with the fiscal
intermedjaries on behalf of such clients. After a tortuous
process we often prevail. 1In the meantime, we are financially
exposed and nuch precious time and energy is evpended. The path
of least resistance would be to discharge prematurely.

For some without complimentary ceverage, the $67.50 co-pay
after the 20th day of Medicare coverage in the skilled nursing
facility is beyond their means. Thus, the conversion to long-
term care under Medicaid becomes the path of least financial

resistance.

C 1is
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Even in instances of full rehabilitation, program gaps often
thwart successful reintegration into non-institutional 1living.
Medicare will pay upwards of $150 per day or, let's say, $55,000
per year for rental of an in-home ventilator. Yet it will not
pay a one-time cost of $10 for an adaptive eating device which
would obviate the need for feeding assist or a $5 device to
assist with self-bathing, or a $3 device to help self-dress. I
am sorry to say that, in our land, there are many for whom the
100 or 50 or 25 dollars for such adaptive devices is a burden too
great to bear after a lengthy medical crisis. These devices are
not there, the informal care system breaks, and the person is
forced to call upon institutional -care. My friends and
colleagues at the Visiting Nurse Association describe similar
situations in home care. They can get funds for a wheelchair
ramp; they can get funds for sophisticated medical equipment
within the home, but not for doorknobs usable by a severe
arthritic.

our entire system, or non-system, of services to the aged

requires some fundamental re-thinking and reconstitution. In the

meantime, as we are engaged in this process, we can try to
rationalize those parts of our system which might be made to work
effectively with some minor adjustments.
He are all familiar with the oft-quoted refrain:

For want of a nail a shoe was lost;

For want of a shoe a horse was lost;

For want of a horse a rider was lost;

For want of a rider a battle was lost:;

For want of a battle a war was lost;

For want of a war a kingdom was lost.

In our case, the fiscal kingdom is a manageable budget. The
social kingdom is our claim to being a decent and humane society.
The individual xingdom is the intrinsic value of a human being.
Let's fashion the nails and nof: lose the kingdoms.

e 116 .
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Senator MrrcHELL. Senator Graham.

Senator GraHAM. Elliott, if I could pursue your very excellent
statement, from your experience you have underscored the fact
that we tend to respond to an incentive structure—and especially
an economic incentive structure. What recommendations would
you make for changes in Federal Medicare or other policies that
would move us away from this disjointed system that you have de-
scribed and lead it towards a more holostic approach?

Mr. PaLEvsky. I would certainly look to try to establish a model
of budgeting, such as in social HMO programs, which allow for a
whole host of nonclinical services to be put into place before there
1s a medical crisis. I would look towards providing incentives for
developers because we are a private entrepreneurial society to put
service centers next to senior citizen housing where a host of serv-
ices could be available.

I would look to providing tax benefits to those kinds of develop-
ers who coordinate with the ability to provide services, both the
nonclinical and the clinical.

I would look towards providing an incentive for those rehab fa-
cilities that really do their job and baffle the—and get folks back
intn the community, and then look for a way of providing some af-
gercarlt{as so that the thing doesn’t fall apart in the first critical 2 or

weeks,

As was said before, we do it—those of us who care. Nobody pays
for it, and we are in the minority. If we are going to do this as a
naticmal model, we have got to provide those kinds of incentives.

More importantly, it is not such a crazy thing to do, Senators. If
someone were to sit down, the way someone sits down with the Old
and New Testaments—a testament for us to codify into the codex—
if someone were to sit down with all the programs that we pitch on
wellness and senior services and looked at what -vas possible and
looked at the other parts, and looked at where the continuities
worked, and tried to create a more seamless system so the left
hand was not hiding the right hand—let alone not knowing what it
was doing—then one could begin to approach a rationalization of
present programs, while we are rethinking the whole situation.

Could I add just a little thing. based upon what you were saying
about FPL? You know, in the Scandinavian countries, they have
postman checking on wellness. They also have postmen delivering
groceries to people who are isolates and shutins. We tend not to
think about what network systems are out there that we can add
i)nto along this continuum. That is another thing we need to stimu-
ate.

Senator MiTcHELL. Thank you very much.

Senator GraHAM. I would like to ask Ms. Macaulay a question.
FP&L, in addition to its services for its custcmers, also is a very
major employer. Have you had any experience within your own
employee group in terms of what programs help to prepare people
for their senior years and what steps a person who is approaching
retirement can be encouraged to take in order to enhance their
chances of having this quality, healthy life after retirement?

Ms. MacauLay. Yes, Senator. Preretirement is a critical issue in
business. It is very important, and it should start early. We just
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moved ours back to age 55, and I would like to think that in the
future it will te a much younger age.

When it starts at age 60, it is too late. They have already had
their savings in place and their plans are pretty well set. There
should be some preretirement, in my opinion, in all companies. As
the person starts to approach, they need to be prepared for the
changes that will take place in their lives. Housing—they need to
be informed about Social Security; what to expect, what no: to
expect. Preretirement is important.

Presently, we have a 2-day preretirement program that includes
a spouse and the employee and is done off company property so
they are removed and not interrurtz< with the telephones, et cetera.
They can really devote some time to it.

Tge second is after retirement. What we found, going back a few
years, was that we retired our employees; and every month, they
received their check, and that was about it

That wasn’t really sufficient. They were losing contact witl their
old friends. They had spent a lifetime with some of these people,
and they needed to have that contact. So, we initiated what we call
Retirement Clubs or chapters. We have six now in Florida, and we
have one in North Carolina because so many uf cur retirees have
retired to North Carolina

And this provides the kind of friendship, comeraderie that is nec-
essary. Loneliness is a terrible, terrible problem among the elderly.
It must be combatted; and at least one way of doing it—is puttin
you in touch and keeping you in touch with your old friends an
colleagues.

Senator GRAHAM. I might say, Mr. Chairmas, I had one of my
workdays last year at the Lee Memorial Hospital at The Wellness
Center. It was an excellent and very insightful look at what & mar-
riage of a medical center, which is committed to mainteriance of
health, can mean in the quality of life of those who benefit from it.

Senator MITcHELL. May I ask Mr. Meyers: How did the Wellness
Center do after his day there? [Laughter.]

Senator GRAHAM. The kind of quantifiable information that you
provided, I think, is the type of information that the chairman was
indicating is going to be a critical part of this debate. Have you at-
tempted to do any longitudinal studies that mi%ht indicate takiny
comparable population groups and what might e their health ex-
perience if there were no intervention? And then, what would be
their experience with various options, so that we might be able to
project and present some data as to what the consequences are of
continting the status quo and what would be the potentials of
adopting some of these more assertive and positive policies?

r. MEYERS. I think that that is our next step as we evalvate the
questions that I mentioned. We are in a relatively infant stage in
this wellness model whic I presented, and we need tc do some
long-term tracking for vears. We are attem ting to do that now,
and we will be expendiug some efforts towards that.

The concern in this type of study is the crossover that occurs,
and this is the same problem that occurred with the national exer-.
cise and heart disease project that was done a.number of years ago
where people who weren’t exercising began to exercise, and eople
who were exercising stopped exercising, and as well with the
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health promotion and the smoking cessation. And you have a cross-
over from one group to the other; and therefore, when you .reat it
statistically, it is difficuit to identify a specific group that has not
crossed over. That doesn't mean it can’t be done.

Our goal now is to identify those people who have been in the
program for 2 years, as our first step; compare them to those
people who either are not in a program or do not practice a
healthy lifestyle.

And I think the second and most important component of this is
to identify those people who adhere to a program because, as most
of are aware, to engage in a lifestyle modification requires com-
mitment. It requires time commitment and financial commitment,
and adherence is what is going to determine whether or not physio-
logical changes take nlace and thus the potential savings of money
towards acute care medicine.

So, there is a very complex question that needs to be answered,
but I feel that those of us in the health care industry need to ad-
dress that as we work together with you as policy-makers to try
und come to an understanding.

Senator MitcHELL. Thank you, Senator Graham. I appreciate all
your testimony. Mr. Meyers, I was very much interested in your
testimony, and I noticed in reviewing material in preparation for
this hearing that you have written a good deal. You are the author
of numerous articles. I would like to ask you to submit any others
which bear on this point. Then, I would like to ask you to restate
the four questions which you very concisely and, I think, in excel-
lent summary fashion presented? And then if you would take a
crack at answering them briefly?

Mr. Mevers. The questions are always easier than the answers.

Senator MiTcHELL. Yes, that is right.

Mr. Mevers. If we look at the first question: Daes the practice of
a healthy lifestyle reduce the use of Medicare dollars for this popu-
lation? The best way that I can answer that is that if we lobk at
what employers have done—and I mentioned New York Telephone
and several others—if we equate Medicare to the employer, and we
equate the Medicare recipient to the employee, we have found in
the employmen. situation that there is a savings in health care dol-
lars. And I brought this book along, and I would like to give it to
you to review because it has all the references in it on this issue.

Senator MitcHELL. Is the rest of my visit to Florida now to be
taken up with this? [Laughter.]

Mr. Meyess. If you have insomnia. [Laughter.]

But what we are looking at here is: What is the actual cost
savings? And the way to do that is to look at the claims, as I
mentioned earlier. So, that is a very challenging question, and it will
probably take 2 to 3—maybe 10—years to answer that question in a
dollars and cents standpoint that can be treated statistically.

The second question is: If some third party carriers were to help
pay for preventative health programs, would it motivate those who
do not practice a healthy lifestyle? I would guess from reviewing
this data that these people—3 percent—feﬁuthat it would not.
They felt that wellness and preventative care are a self-responsibil-
ity; and I think we need to look at that. What is the self-responsi-
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bility for the American public, and what is a responsibility for us
to supply some financial aid or intervention?

So, that is depending upon the lifestyle of these people and their
philosophy of health. If we attempt to intervene earlier in life, I
feel that we can have a value system where people feel that it is
important enough to make the commitment, both financially and
timewise.

The third question: What is the actual financial return for every
dollar spent on preventative care? I attempted to look at that from
a hypothesis standpoint; and if we look at what we reduce in Medi-
care spending for acute hospitalization, we can then answer that
question. Another example is that a 1-day stay in a coronary care
unit is approximately 2% times a 1-year membership at one of
these types of facilities; but again, we have to look at that, that the
membership means they have to participate to make the changes
that are reeded to be made.

And finally: Should health insurance premiums be set according
to the lifestyle of the individual? Several life insurance compenies
have looked at this and have instituted it for smokers and non-
smokers, exercisers and nonexercisers, etcetera. The biggest chal-
lenge in this question is to identify those that adhere to a program
and those that don'’t.

There are some companies that will pay employees a certain
amount of money if they stop smoking; however, they would have
to test them every 2 weeks for nicotine levels to make sure that
they are not smoking. So, we have a trust question that needs to be
addressed there.

These four questions, I would hope, are some of the future dizec-
tions that need to be addressed.

Senator MrrcHELL. They are really very well put, and I thank
you for your answers. And I thank you very much, Ms. Macaulay
and Mr. Palevsky for your testimon{.

We will now hear from the final panel, which will include Dr.
Gary Lyman, Chief of Medical Services, Director of Medical Oncolo-
gy at the H. Lee Monifit Cancer Center at the University of South
Florida in Tampa; Dr. Jack Kassan, Medical Director of the
Broward County MediVan in Fort Zauderdale; and Sally Kanter-
Bruin, Palm Beach County Health Task Force at St. Mary’s Hospi-
tal, Mammovan Project in West Palm Beach.

Senator GRAHAM. Mr. Chairman, before we start, I would like to
take this opportunity to introduce a group of high school students
who are visiting us today, a Social Science Class from Miami Beach
Senior High School. I would ask if you would please stand and be
recognized?

[Applause.]

Senator MiTcHELL. Welcome. Dr. Lyman.

STATEMENT OF GARY LYMAN, M.D,, M.P.H., CHIEF OF MEDICAL
SERVICES, DIRECTOR OF MEDICAL ONCOLOGY, H. LEE MONI-
FIT CANCER CENTER, UNIVERSITY OF SOUTH FLORIDA,
TAMPA, FL

Dr. LyMaN. Senators Mitchell and Graham, I appreciate this op-
portunity to address the issue of risk reduction in the elderly, and I
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will specifically attempt to address the cost effectiveness of breast
cancer screening in the elderly.

I have submitted to the subcommittee a fairly technical docu-
ment, including some work conducted at the University of South
Florida, on this issue. My comments here will address the key
issuﬁs and the conclusions that we have come to based on this
work.

I would first address the problem of breast cancer, which is the
leading cause of cancer in women In this country, accounting for
some 27 percent of all cancers, nearly 130,000 cases per year. The
incidence of breast cancer or its recognition has increased about 10
percent over the past decade, and this disease kills about 40,000
women in this country each year.

Age is a major risk factor for cancer, as I am sure you are aware;
and in fact, in the State of Florida, it has been estimated that, by
the turn of the century, there will be some 50,000 new cancers in
individuals aged 65 and older each year. For breast cancer, this
gopulation, which account for about 15 percent of the population,

reast cancer in that population accounts for about 50 percent of
all breast cancers. And In fact, increasing age is the single most
important risk factor for breast cancer in women in this country.
verall, the incidence for breast cancer is about 95 per 100,000,
but this increases to well over 800 per 100,000 in the over 65 age
group. What the actual prevalence of the disease at any given time
is in the population is more difficult to estimate but based on
recent scientific data, it is estimated that at preclinical phase of
the disease, where it is detectable on screening but not clinically
evident—a period of about 2 to 4 years—suggests that the preva-
lence is approximately two to three times the annual incidence of
the dicease.

So, it is a major health care problem, particularly amon% the el-
derly. The survival of breast cancer of five years is currently about
75 percent, but approximately one-half of women diagnosed under
conventional conditions will eventually die of their disease. The
recent progress that has occarred in the treatment of cancer has
largely been confined to the under-50 age group; and in fact, cancer
mortality rates have increased over the last three decades among
those 65 and over especially in Blacks.

The most important prognostic factor for survival in breast
cancer in the elderly is the stage of the disease at presentation.
This is a summar]y measure of the size of the breast tumor, the in-
volvement of the lymph nodes in the area of the breast, and wheth-
er or not there is any local extension or distant metastasis. This
may range from what we call minimal lesions, where it is very
small and contained in the breast—a disease that is usually not de-
tectable clinically, but it can be detected by screening programs—
and the survival of those patients approaches 100 percent.

At the other extreme is disease that is widely metastatic or local-
ly invasive at presentation, and the survival of that group is ex-
tremely poor. In the 60 to 80 percent that fall in between those ex-
tremes, the involvement of the lymph nodes seems to be the key
factor, if there is no lymph node involvement, the prognosis is sig-
nificantly better. The survival in breast cancer patients seems to
fall with increasing age of diagnosis.
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In fact, the annual risk of dying of breast cancer is greatest in
these over the age of 65 and may exceed 5 percent in those 75 and
older. This appears to be related to two factors. One is that the dis-
ease appears t¢ be more advanced at the time of presentation, or
by the time it is diagnosed in the elderly; and at least in some in-
stitutions, older patients are treated less aggressively at diagnosis,
independent of any other physiologic conditions.

Therefore, we have concluded, based on the observed natural his-
toxX of the disease, the prognostic importance of stage at diagnosis,
and the availability of effective treatments that early and accurate
detection of disease is the best opportunity for improving breast
cancer survival in the elderly today.

Routinely, outside of screening programs, about 90 percent of
breast cancers are found by the patient herself; and approximately
one-half of these will have either lymph node involvement or ex-
tensive disease at presentation.

Mammography, that is low-dose breast x-rays, represenis the
single most sensitive method for Cetecting breast cancer carly
before it has had a chance to spread. Approximat~'y 80 percent of
breast cancers detected in screened women are confined to the
breast at diagnosis, including upwards of one-half with these mini-
mal lesions associated with excellent prognosis.

We have specifically addressed the cost effectiveness issue of
screening programs and addressed in particular the major issues
that affect cost effectiveness of any screening program. These in-
clude the test performance characteristics, such as sensitivity and
specificity; the effectiveness of the program usually measured in
terms of survival or increase in life expectancy; and the cost, beth
monetarily and in terms of toxicity or potential risk from the pro-
gram.

In terms of test performance, mammography has had a sensitivi-
ty ranging anywhere from about 70 percent to about 95 percent. Its
specificity, likewise, has ranged from about 88 percent to about 99
percent, making it—as screening tests go—a relatively sensitive
and specific measure.

Both of these measures, however, zze greater among the elderly
being screened due to physioiogic and pathologic considerations.
The cost effectiveness of mammography, however, is more closely
related to a test performance characteristic known as predictive
value; and this is the probability of having the disease if you have
a positive test.

This relates to not only the sensitivity and specificity of the test,
but the prevalence of the disease in the popu'ation itself. Since, as
we have stated, the prevalence increases with increasing age and is
greatest in those over 65, the predictive value of mammography is
greatest in the elderly age group.

Second of all, we have addressed the effectiveness; and again,
this genezally relates to survival. There are now several random-
ized prospective studies, both in this country and in Europe, that
have demonstrated between = 30 and 50 percent increase :n 10-year
survival—in breast cancer survival—in women undergoing screen-
m;é‘compared to conventionally managed control groups.

he cost issue is a more difficult one to get at because we must
consider the cost of the mammogram itself, which depends upon
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the cost of each proceduse, its frequency, any potential risk associ-
ated with it, the cost of biopsying false positive reports, the cost of
treating women with advanced disease at initial presentation, the
cost of treating recurrent disease if all efforts fail; and it is in this
context that we have generated a cost effectiveness model to try to
deal with these issues, particularly in those aged 65 and over.

I would only mention that the risk based on latest scientific evi-
dence from radiation exposure of the magnitude we are talking
about here in this population is virtually nonexistent.

The introduction of the initial .conditions which we used were
very conservative for studying the application of breast cancer
screening to the 65 and over U.S. female population. And yet, our
model suggests that nearly 15,000 additional women would survive
for 5 years after the diagnosis if they were participating in a
screening program nationwide during the initial screening, and
nearly that number on repeated screening.

This would be achieved, again, based on these very conservative
cost estimates of about $40 per screenee; but this cost and cost ef-
fectiveness is very sensitive to the estimates that one utilizes in
terms of the prevalence of the disease, specificity, and direct cost
assumptions.

If we can increase the specificity of the test to 98 or 99 percent,
which has been shown to be achievable, we can cut the ccst per in-
dividual lives saved in half. The cost effectiveness actually reaches
a break-even point with no net increase in cost achieved, despite
the additional lives saved, at a prevalence of about 1.4 percent,
which appears to be very close to more recent estimates of the
prevalence of the disease in the elderly U.S. female population.

Costs could be further reduced by specific screening protocols,
and both cost and accessibility could be further enhanced by meas-
ures such as mobile units, which I think will be addressed, and pro-
grams aimed at both patient and physician education. Therefore, at
more reasonable actual values of prevalent specificity and direct
cost, the break even point or even cost savings with large-scale
mammography in the elderly is achievable.

The additional lives saved and the increase in life expectancy
could be achieved with little or no net additional cost to the
system; and even such models do nnt adjust for improvements in
quality in life and the indirect costs of breast cancer, which would
only further enhance the cost effectiveness estimates.

The only additional considerations that I would mention are that
recent studies have indicated that oniy about 15 to 20 percent of
American women over 50 have ever had a mammogram, and only
about 16 percent of those 65 and older have ever had a mammo-
gram. If you keep in mind that most mammograms are ordered for
specific indications, the percentage of women over 65 in this coun-
try l111ndergoing routine screening mammography is indeed very
small.

The most frequently stated reason for not following current
breast cancer screening guidelines for annual mammograms over
the age of 50 is patient expense. We have also identified a problem,
as have others, of poor compliance in following recommendations of
the health care profession.
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Recent data has revealed that about one-half of patients referred
for mammograms refuse them, and this goes to only about eight
percent of women who are asymptomatic and referred for routine
screening mammography and have to pay for the procedure who
will actually go and have the procedure done.

So, our conclusions are: No. 1, mammography saves lives, and
this is clearly demonstrated. No. 2, mammography can be cost ef-
fectively applied to the population of women aged 65 and over in
this country. And three, one of the major deterrents to large-scale
use of mammography is the cost to the individual, man_ of whom
are on fixed, limited incomes.

It is essential, therefore, in my opinion that economic barriers to
effective breast cancer screening in those most severely affected—
that is, the elderly—be removed.

Senator MrrcHELL. Thank you very much, Dr. Lyman. Dr.
Kassan.

[The prepared written statement of Dr. Lyman follows:]
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TESTIMONY
Gary H. Lyman, M.D.,M.P.H.,F.A.C.P.,P.C.P.M.*
to the
Finance Committes
United States Senate
Miami, Florida

January 6, 1988

RISK-REDUCTION AND HEALTH PROMOTION FOR OLDER PEOPLE

The Cost-Effectiveness of Breast Cancer Screening

I welcome this opportunity to discuss the value of population screening
for breast cancer among the elderly. I will specifically address the
value of marmography in the screening of asymptomatic women and the
potential value of wide-scale application of such technology to woman age
65 and over.

Breast cancer represents the leading cause of cancer among women in the
United Statés accounting for some 27Z of all newly diagnosed cuses or
approximately 130,000 cases annually. While breast cancer incidence rates
appear to have increased scme 10Z between 1970 and 1980, the introduction
of new diagnostic modalities makes these numbers difficult to interpret.
Breast cancer mortality rates have remained remarkably stable over the
past several decades. Nevertheless,approximately 40,000 women die each
year in this country from breast cancer. While considerable progress has
becn made in the treatment of cancer over the past two decades, most of
that progress has been evident in paéients under the age of 50. Cancer
death rates have actually increased in individuals age 65 and over
particularly among blacks.

While breast cancer can occur at any age following menarche, the risk

increases progressively with increasing age (table 1). In fact,

# Professor of Medicine and Professor of Biostatistics and Epidemiology,
University of South Flornda,Tampa, FL. Chief, Medicine Service, H. Lee

Moffitt Cancer Center and Research Institute at the University of South

Florida. Chief, Oncology Section, James A Haley Veterans Hospital.
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increasing age represents the single leading risk factor for breast
cancer in women. According to the 1980 US Census, some 13Z of the female
population in this country is age 65 or older. This group, however,
accounts for nearly one~half of all patients uith breast cancer. While
the prevalence of breast cancer In the female population at any given
time is uncertain, extensive analysis of screening studies has lead to an
estimate of the mean duration of preclinical illness of 1.84 years (Zelen
and Feinleib). Therefore, the prevalence of breast cancer in an
unscresned population is nearly twice the annual incidence rate.

However, this probably represents a conservative estimate of Lreast
cancer prevalence in those 65 and over screened with new technology in
experienced hands(awfox 3o it ‘«!Coﬁs

The five-year survival of all women with breast cancer is approximately
75%. Nearly one-half of these women will eventually die of their
disease, however: Survival of patients with breast cancer is most
directly associated with the stage of the disease at diagnosis. While

surgery still is the mainstay of treatment for this disease, the type of

surgery and use of other modalities such as radiation therapy,
chemotherapy and hormonal therapy is influenced by the disease stage at
presentation. The stage of the disease is a surmary measure of risk
based on the size and extent of invasion of the primary lesion, the
status of the regional lymph nodes and the presence or absence of distant
metastases. Several studies have demonstrated a strong association
between the number of axillary lymph nodes involved with malignancy at

“ diagnosis and subsequent mortality. The size of the primary tumor at
diagnosis and the presence of direct extension cr distant petastases,
however, represent important independent prognostic factors (table 2)
Patients with a small primary lesion and no evidance of disease spread
have an excellent prognosis generally with surgery alone. The best
prognosis is associated with true minimal lesions including in-situ and
intraductal carcinomas and invasive lesions less than i cm in diameter.
Since such small malignancies are generally not detectable clinically,
they only are fcund with any frequency in mammographic screening

prograns. The available evidence suggests that vith time such lesions
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will progress to fully invasive and life-threatening disease. Other
prognostic factors include the histologic and nuclear grade, the presence .
and level of hormone receptors and certain associated tumor markers.
Patients with regional spread may be candidates for systemic adjuvant
therapy such as hormonal therapy in receptor positive tumors. Locally
extensive disease may necessitate the use of radiation therapy as does
earlier stage disease treated with breast-conserving surgical procedures
such as lumpectomy. The presence of distant nmet$tases is associated with
a very poor survival. Patients may be effectively palliated for several
months to a few years with systemic therapy and supportive care efforts
but few survive five years.

Survival for women with breast cancer appears to decrease with increasing
age. Among patients with breast cancer, the annual risk of dying from the
disease is greatest in those over the age of 65 at diagnosis. The long-
term annual mortality from breast cancer may exceed five percent in those
age 75 and over (Adami et al). Based on data from the Surveillance,
Epidemiology and End Results (SEER) experience, older women are less
likely to have localized disease and more likely to have distant
metastases at diagnosis (Sartariano et al). This difference in stage at
presentation based on age is most apparent in black women and strong
interaction is evident between age and race. It is also cvident that, at
least in some institutions, older breast cancer patients are treated less
aggressively at the time of diagnosis. In one study, as many as one-
third of women age 70 and older received treatment that would be
considered inadequate by current standards including 1l7Z of such patients
with early stage disease (Greenfield et al). This age bias appears to be
independent of any co-morbid conditions.

Based on the observed natural history of the disease, the strong
association of stage with mortality, and the availability of relatively
effective treatment modalities, early and accurate detection appears to
offer the best opportunity for improving breast cancer survival. In
fact, mammography appears to fulfill all of the usual criteria for a

usefulf ccreening modality: a) Breast is a and frequently

lethal and disabling disease, b) effective treatment approaches are
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available, c¢) treatment appears to be most effective when applied to
patients with early stage disease, particular in asymptomatic women, d)
mammofraphy represents a relatively sensitive and specific (accurate)
screen fur early and preclinical breast canmcer and e) modern mammography
is comparatively safe, simple and inexpensive.

Outside of a systematic screening program, 90% of breast cancers are
detectad by the patient herself when they achieve a readily palpable size
(> 1 en). Approximately one-half of patients under these circumstances
have either regional lymph node involvement or extensive disease at the
time >f diagnosis. Mammography represents the single most sensitive
rmethod for detecting early breast cancer. Several studies have
demonstrated that routine mammographic examination is capable of
detecting early stage disease including a substantial proportion of
preclinical (minimal) breast cancers associated with an excellent
prognosis. Patients participating in breast cancer screening with
rcammography have disease localized to the breast in about 80% of cases.
Approxirately one-half of cancers detected in asymptomatic women with
modern equipment are minimal lesions. Over 95Z of cancers detected by
mammography alone are localized to the breast. As noted above, it has
been estimated that mammography is capable of detecting a breast cancer
nearly two years before it becomes palpable. Using antiquated
techniques, the Health Insurance Project (HIP) of Greater New York
randomized 31,000 women age 40 to 64 to annual screening mammography for
four consecutive years. A comparable control group continued to receive
their usual medical supervision. Despite the low sensitivity due to poor
quality images and the comparatively high radiation exposure compared to
modern mathods, those randomized to receive mammographic screening have
experienced a breast cancer mortality at ten years approximately 30%
below that of tho control group. Following the encouraging results of
the HIP study, nearly 280,000 Anerican women were enrolled in the mid~
1970s into the Breast Cancer Detection Demonstration Project (BCDDP).
This large uncontrolled multicenter study identified 3548 breast cancers
of which 893 (25%) were intraductal, in-situ or less than 1 cm in size.

More than one-half of the breast cancers found were detectable by
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masseography alone. While an 80% relative ten year survival has been
observed overall, the ten year survival in those whose cancers were
detected by mammography alone has been 95Z. Table 2 compares the stage-
specific survival of the BCDDP experience with that of the SEER progranm.
Recent results from two randomized Swedish studies demonstrated a 40%
reduction in breast cancer mortality in women screencd between 50 and 70
years of age (p=.003). 1In another recently reported case-control study
of breast cancer screening in the Netherlands, screened women had a 302
reduction in expected breast cancer mortality. Among those diagnosed over
the age of 65, the risk of dying of breast cancer was only 10Z of that in
unscreened women.

As discussed above, the value of any screening procedure such as
mameography depends on many factors including test performance
characteristics, the prevalence and nature of the disease, the
effectiveness of treatment methods as well as the cost and risk of the
screening procedure. The value of such tests also depends on their
acceptability both among health professionals and the general population.
The test performance of mammography has been assessed in several studies.
Based on current technology, the sensitivity (true positive rate) of
mammography in asymptomatic women has ranged from 66% to 94% while the
specificity (true negative rate) has ranged from 88 to 99Z. The
sensitivity and specificity of mammozraphy depend on the specific
clinical circumstance and the diagnostic criteria utilized. Both the
sensitivity and specificity of mammography agpear to improve with
increasing age of the screened population. This has been attributed to
the density of breast tissue and the frequency of fibrocystic disease and
benign lesions in younger women. The cost-effectiveness of a test such
as screening mammography is most critically related to the measure of
test performance known as the predictive value. The predictive value
depends on the sensitivity and specificity of the test performed and on
the prevalence of the disease in the population tested through a
relationship known as Bayes theorem. The predictive value of a positive
test (PV+) is the probability of the disease among those with a positive

test result. The predicftive value negative (PV-) is the probability of
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not having the 'isease among those with - negative test result. The PV+
increases as the prevalence of the disease in the population increases.
Since the prevalence of breast cancer increases dramatically with age,
the PV+ of screening mammography also increases with increasing age.

In addition, since the sensitivity and specificity of marmography also
appear to increase with age, the PV+ and PV- for those age 65 and over
shown in table 1 are probably underestimates. As more experience has
been gained, the specificity of screening mammography has probably
approached 98 to 992 and the sensitivity may be as high as 80 to 90% with
correspondingly high predicative values. HFawever, since disease
prevalence varies over a greater range, it has a greater influence on
test performance than sensitivity or specificity. In fact, based on cell
kinetic and clinical doubling time considerations, the prevalence of
breast cancer in women age 65 and over may be greater than generally
assumed. The direct costs of marmographic screening must be considered
but depend on many factors including the cost of performing and
interpreting the procedure, the type and cost of definitive diagnostic
methods, the approach to and cost of primary and palliative care in
patients with newly diagnosed and recurrent metastatic disease
respectively, and any risk from the mammography itself. The cost of
mamnography varies from approximately $30. to more than $200. An actual
cost in large institutions is generally around $50 although it has been
suggested that with large-scale screening, lower unit costs are possible.
The total cost also depends on the frequency of screening. In the
Swedish experience, improved mortality was observed with screening every

2 or 3 years although the occurence of interval cancers increases as the

period increases. Currently 1 graphy is r ded in
asymptomatic women over 50 in order to optimize the detection of minimal
lesions. However, scanning every two years would not be unreasonable
except in those with additional risk factors. This would reduce
procedure cost by one-half.

Radiation axposure to the breast has been substantially reduced with the
introduction of new radiographic technologies. Midplane breast exposure

ranges from between 0.4 rem to less than 0.2 rea depending on the method
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utilized. Risk estimates based on extrapolation from high-dose exposure
situations suggest an annual breast risk following a latency period of at
I;ast 10 years of 3 to 8 cases per 1 million women exposed to 1 rad
midplane dose or approximately one case per year per million women
*scraened compared to the annual breast cancer incidence of nearly 900 per

million American woman. The lifetime risk from annual mammography would

not e d 0.0012 pared to the background lifetime breast cancer risk

of approximately 7%. Most of this small risk is in those exposed under
the age of 50 while the risk in those age 65 and over is virtually
nonexistant.

We have studied the cost-effectiveness of mammographic screening in women
age 65 and greater based on data from the SEER and BCDDP programs (table
3). The d~eision model is baased on a comparison of results observed in
both screened and unscreened individuals. The prevalence of disease
during an initial screen is based on SEER incidence data and the assumed
average duration of preclinical disease of 1.84 years. For initial
calculations, the sensitivity of screening mammography is azsumed to be
0.75 and the specificity to be 0.90. As discussed above, these
prevalence and test performance assumptions are conservative for an
elderly population. The frequency of specific stages and the five year
survival estimates are based on SEER and BCDDP data. The avarage life
expectancy is basad on life table estimates {rom the 1980 Census of the
US population. Mortality rates were assumed to be additive based on an
exponential survival distribution. Initial cost estimates included the
following: mammography ($50.), breast biopsy ($200.), adjuvant hormone
therapy ($2500.), management of extensive diseasee ($10,000.), and
management of recurrence/terminal care ($20,000.). Again, these cost
estimates are generally conservative and will vary with circumstances,
location and time. The cost of primary care is ignored since it will not
vary between groupy based on an absence of an assumed indication for
systemic chemotherapy and radiation therapy in the adjuvant setting in
postmenopausal women. Based on the initial conditio; assumptions noted,
the greatest expected utility is observed with mammography with an

expected five year survival of 98.35% compared to 98.26% in unscreened
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women. This translates into an additional survival at 5 years for some
13,700 women if screening was applied to all age 65 and over women in
this country. Screening is also associated with the greatest expected
annual cost of $85.68 compared to $44. for unscreened women. Based on
the initial conditions, the cost for each additional individual surviving
for five years in the screening program is $47,394.

However, cost-effectivensss estimates were ver! sensitive to prevalence
and health care cost assumptions. The marginal cost-effectiveness
reflects the cost per additional individual surviving five years while
the breakeven point represents the threshold at which marginal cost-
effectiveness reaches zero or the net cost is the same in the screened
and unscreened population. Sensitivity analysis permits study of the
impact of varying measures of test performance, prevalence and cost on
measures of cost-effectivess. Two and three-way sensitivity analyses
pernit & study of the simultaneous impact of two or three variables on
cost-effectiveness. .o

The results demonstrate that cost-effectiveness increases with increasing

discase prevalence reaching break-even at a prevalence of approximately
1.4%. Cost-effectiveness improves with increasing test specificity
reaching a marginal cost-effectiveness of $24,319. per increase in five
year case survival at 100% specificity. Sensitivity has mirimal impact on
measures of cost-effectiveness in this model. Cost-effectiveness
increases with decreasing cost of mammography reaching breakeven at about
$10. Cost-effectiveness increases as the cost of managing relapsing
psatients increase with a breakeven of approximately $65,000. With
mammography cost at $30. and the assumed level of prevalence, the
breakeven cost of treating relapsed patients falls to approximately
$40,000. The same can be achieved at mammographic costs of $50. by
increasing the specificity to 96%.

The model reported here suggests that under the initial conditions

assuned, application of screening mammography to the 65 and over female
population in this country would save lives. The cost of these lives
saved relates largely to the cost of large scala scriening. Relaxation of

conservative assumptions pertaining to test specificity and disease
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prevalence would dramatically reduce the cost associated with improved
survival. In fact, based on achievable test performance measures and
strict cost restraints nossible with large scale screening.a net
breakeven situation is achievable. With rising health care costs of
treating recurrent disease, improvements in the cost-effectiveness of
mass screening should be readily achievable. In addition, the model
presented here do2s not even begin to address the improvement in patient
quality of life and the reduction in indirect costs unquestionably
asgociated with effective breast cancer screening. It is essential,
however, that mammographic specificity be maximized in order to minize
the false positive rate. In addition, it is essential that the costs of
confirmatory aspirations and biopsies be kept as low as possible. Due
largely to the high prevalence of breast cancer in elderly women and the
good test performance with minimal risk now associated wizh mammography,
cost-effective large scale screening of women age 65 and over is
possible. Since such an approach also saves lives such large scale
screening is essential.

Despite these recommendations, howave., cnly 15 to 20% of American women
age 50 and older have ever had a mammogram including only 16% of women 65
and over. The proportion of women being screened on a regular basis is
much smaller. Since most mammograms are performed for specific clinical
indinations, the percentage undergoing routine screening is indeed very
small. In addition, available data suggests that mammogram use decreases
with decreasing socioeconomic status.

Despite the apparent belief of most physicians that mammography is
effective in detecting early stage breast cancer, less than 10Z recomsend
annual mmarmography to asymptomatic women over the age of 50. The most
frequently stated reason for not following current guidelines is patient
expense. Other frequently noted reasons include the potential for
radiation risk and the presumed low effectiveness. In a recent
compliance study, almost 507 of patients referred for mammography refused
with only 8% of asymptomatic women who had to pay for the exam complying

with their physicians recommendations.
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The Amorican Cancer Society currently recocmends annual marpography in
21l asymptozatic women age 50 or greater. As has been shown, large=-scale
application of screening mammography to women age 65 and greater can ba

cost-effectively utiiized to save lives through carlier diagnosis. Ore

of the major deterents to large scale use of scresning mammography is the .

cost to the individual patient many of whom are on fixed limited incomes.
It nakes eminantly reasonable sense both 2edically and economically for
screening mazmography in patients age 65 and over to be covered by
Meodicare. By containing medical costs and and enhancing test performance
with large scale use, the not cost to the government of screening
mammography should be minimal. Additional peasures are available to
further reduce costs if necessary such as the used of single view
macmograns, longer screening intervals and the introduction of less
~ostly screening facilities such as mobile units. It will also be
necessary to further educate both physicians and patients concerning the
value and ninimal risk of screening mammography. Most importantly, it is
assential that economic barriers to effective broast cancer screening in

those most greatly affected, the elderly, be removed.
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1980
¢ Fezale
Go.dp  Population

0-4 7,986,245
5-9 8,160,875
10-14 8,925,908
15-19 10,412,715
20-24 10,655,473
25-29 9,815,812
0-34 8,884,124
35-39 7,103,793
40-44 5,961,198
45-49 5,701,506
50-54 6,089,252
55-59 6,133,391
60-64 5,417,729
65-69 4,879,526
70-74 3,944,577
75-719 2,946,061
84 1,915,806
85+ 1,558,542
Total 116,492,644
265 15,244,312
50-64 17,640,482

1978-81

Rates/100,000py
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TAKLE 1

Estimted
Cases

Predictive value
Positive

Inftial
Screen

Steady
State

0000075
-0000900
0006147
0019392
0044974
0078662
.0116193
«0137321
0159319
0192485
.0214921
10234822
40248553
40249917

0000138
0001656
0011305
0035632
0082482
0144314
0212002
.0250170
.0289787
40349277
.0389362
0424810
0349209
0451630
20499583
.0129600

0429289
40294306

0070758
40237340
0161945

10276987

Predictive value

Negative
Inftial  Steady
Screen State

9999995 .9999997
9999939 .9999967
49999581  .9999772
9998676 9999280
9996721 .9996327
9994580  .9997056
9991984  .9995648
B 9994846
49988959  .9994007
9986614 9992736
.99685017  .9991872
.9983595 9991102
9982610 9990569
9982512 9990516
9980562 9989460
9995139 .9997360
9983415 .9931004
9968774  .9993907

Based on an assuned unifom test sensitivity of 0.75 and specificity of 0.90 and an
estimted mean curation of preclinical diseaso of 1.84 years. {Zelen and Fainleib)

O
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TABLE 2

DCDOP* AND SEER**
CUMULATIVE RELATIVE FIVE-YEAR SURVIVAL §
WOMEN WITH BREAST CANCER AGE 50 AXD OVER

neoope SEER®*

Stage Number (%) % Syr. Survival Sumber (%) % Syr. Survival
Intraductal/Insitu 417 (21.9) 98 NA XA
Size (o) _IN
<2 N~ 672 (35.4) 95 4105  (12.6) 97

2-3 IN- 365 (19.2) 89 11,071 (33.8) 89
kg IN- 130 (06.8) 66 2,108 (06.5) 7
<2 INe 123 (06.5) 82 1,320 (04.0) 83
2-5 INe 145 (07.6) n 6,405 (19.6) %
-5 INe 49 (02.6) 57 2,289 (07.0) 5?7
stage 111 (0€) IV RA . A 5,375 (16.5) -
Total Invasion 1,484 (76.1) 87 32,619 (100.0) 74

* Dotected through Screening (Breast Cancer Dencastration Projects).

s¢ tnite Feales (Surveillance, Epidenlology and End Results).
¥ Seisman, ot a1., 1987
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TABLE 3
BREAST CANCER SCREENING MODEL

Decision Tree
- Effectiveness

Life

PAR(ICIPATE Syr. Survival Expectancy
Probability % yrs.

Have Breast Cancer (Prevalence) 00555

. ¢

Positive Test (Sensitivity) (o />
In situ/Intraductal .23 M,B,R
Invasive IN - «60 M,B,R
Invasive IN + .17 M,B,H,R
Extensive 0 -

Negative test (False Negative)
In situ/Intraductal .12 M,B,R
Invasive IN - .69 M,B,R
Invasive IN + .19 M,B,H,R
Extensive 0 -

No Breast Cancer

Positive Test (False Positive)

Negative Test (Specificity)

DO NOT PARTICIPATE

-
Have Breast Cancer (Prevalence) ,Q059%
In situ/Intradvctal 0

Invasive N - .53 90 9.67 B/R

Invasive IN + W31 70 6.51 B,H/R

Extensive .16 36 3.49 B,P
No Breast Cancer 98.4 11.68 -

P = Average cost of adjunctive radiation therapy/palliative care

M = Cost of marmography

B = Cost of diagnostic biopsy

R = Cost of reating recurrent disease (adjusted for 1ikelihood of relapse).

H = Cost of hormone treatments (adjusted for 1ikelihood Of positive receptors).
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STATEMENT OF JACK KASSAN, M.D., MEDICAL DIRECTOR,
BROWARD COUNTY MEDIVAN, FORT LAUDERDALE, FL

Dr. KassAN. Yes, sir. Senator Mitchell and Senator Graham, I,
too, wish to thank you for this opportunity to present what we con-
sider to be an extremely innovative and unique approach to the
care of the medically undeserved segment of the elderly.

In my position as Medical Director of the Medivan project of the
Elderly Interest Fund, Inc., I have had more than ample opportuni-
ty to observe and become aware of the inadequacy of health care to
a large segment of the senior population of Broward County in par-
ticular, and I am sure this is a reflection of the situation in other
areas of southeast Florida.

According to a study in our area toward the end of 1985, which I
am sure has increased in the intervening time, the demographics
were as follecws: a total of 327,000 seniors resided at that time in
Broward County; 27,000 lived at poverty level or below; 80,000 suf-
fered from a handicap, and a majority required the use of a cane,
walker, or wheelchair. 46,200 aged 75 plus—and I wish to empha-
size that 75 plus age, have medical problems serious enough to
impair their independence. A number of medically indigent and
isolated seniors have had no contact with a ghysician for 3 years.

The population group between 60 and 65 who have no insurance,
private or Medicare, delay medical attention, ultimately creating
an even greater financial burden.

In an attempt to address this ever-increasing problem, a group of
socially interested and dedicated people formed an organization
known as the Elderly Interest Fund, Inc. A number of these wonder-
fully dedicated, socially interested peogle are here today, and they
deserve a vote of thanks. Believe me, they are simply marvelous.

So, they formed this Elderly Interest Fund, whose primary goal
was to alleviate this situation with the aid and support of the area
aﬁency on aging of Broward County. After several years of tireless
efforts and fund-raising from corporate and private sources, the El-
derly Interest Fund, Inc., created a project known as the MediVan.

As you came in, you probably saw it and I hope you did. You
saw the MediVan parked out in front. You are invited to come
aboard and see what this medical mobile situation really consists
of; it is something to see.

This is a unique, and I say innovative, mobile clinic providing
free health screening, health educstion, diagnosis, treatment, refer-
rals, and support to Broward County’s medically underserved
senior population. MediVan is stafied by retired physicians, nurses,
social workers, and nutritionists, all volunteering their time and
expertise to the program. A project director, a van driver—who
also acts as the site director—and an office secretary are the only
gaid personnel. All volunteer personnel are selected and screened

y members of the MediVan Health Care Executive Committee, in-
cluding members of the Broward County Medical Society Associa-
tion, and the Broward County Public Health Unit.

All physicians practicing in the MediVan have a Florida license
or a limited license provided by the State Board of Medicine. Mal-
practice insurance is provided for physicians under the State of
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Florida Risk Management Insurance Program as agents’ of the
State health and rehabilitative services.

Since its initiation on June 9, 1986, MediVan has visited 20 sites
on a regular basis and established 4,0.0 patient contacts and is ad-
ministering care to 285 plus patients on a regular monthly basis.
These patients are primarily homebound with chronic health condi-
tions. It is of more than passing interest to be aware that MediVan
has intervened in approximately 20 life-threatening situations.

MediVan seeks out its patients in low-income housing facilities,
rotirement and boarding Liomes, day care centers, older condomin-
iums, and where medically indigent and isolated seniors are known
to reside. Just to interpose, you will be interested to know we make
house calls. {Laughter.]

The average age of MediVan patients is 82, with a number ex-
ceeding 95. The average monthly income is $320 per patient. The
MediVan ~oncept conceived in an efictt to meet and at least par-
tially solve the increasing problem of bringing medical attention
and care to the elderly in need i, indead, a worthy one; and inter-
estingly enough, it is unique.

It is our opinion that it could be and should serve as a me”® " %o
other communities where the problem exists.

In addition to MediVan, Broward County is lucky to . .i7e
Older Americans Act funds, which serve to provide heslth support
services. Nurses are in place at senior and day care centers; thesc
nurses provide health screening and health education, which en-
ables the well, independent participants to remain healthy ard the
frail, semidependent to improve or maintein their conditions.

The senior and day care centers also provide other services that
help to keep seniors in the community. These centers are sble to
function because of the Federal Older Americans Act and the: State
community care for the elderly.

As we are all aware, or certainly should be aware, Senaior
Graham was largely instrumental in creating this State program
while he was our Governor. We believe that these programs must
be maintained and supported and that new innovative programs
like the MediVan can be encouraged.

Thank you for your attention and for the opportunity of bringing
not only a problem to your attention but an atter.pt at a partial
solution.

[Applause.]

Senator MitcHELL. Ms. Kanter-Bruin, you have the last word.

Ms. KaNTER-BRUIN. Last but not least?

Senator MitcHELL. We all know that is the most important word
of all. So, we look forward to hearing from you.

[The prepared statement of Dr. Kassan follows:)
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-
MediVan

Dear Senators Graham and Mitchell,

In my position of Medical Director of the MediVan Project of the
Elderly Intcurest Fund, Inc., I have had more than ample opportunity
to observe ¢nd become aware of the inadequacy of health care to a
large segment of the senior population in Broward County in parti-
cular and I am sure this is a reflection of the situation in other
areas of Southeast Florida.

According to a study in our area toward the end of 1985 which, I am

sure, has increased in the intervening taime, the demographics were

as follows:

* A total of 327,000 seniors reside in Broward County

* 27,000 live at poverty level or below

* 80,000 suffer from a handicap 2nd a majority require use of
a cane, walker or wheelchair

* 46,200 age 75+ have medical problems serious enough to impair
their independence

* A number of medically indigent and isolated seniors have had
no contact with a physician in 3 years

* The population group between 60 and 65 who have no insurance
(private or medicare) delay medical attention ultimately
creating an even greater financial burden

In an attempt to address this ever increasing problem, a group of
socially interested and «dedicated people focrmed an organization
known as the "Elderly Interest Fund, Inc.’' whose primary goal was
to alleviate this situation with the aid and support of the Area
Agency on Aging of Broward County.

After several years of tireless efforts and fundraising from corporate
and private sources, the Elderly Interest Fund Inc. created a project
known as the "MediVan". This is a unique and innovative mobile clinic
providing free health screening, health education, diagnosis, treat-
ment, referrals and support toc Broward County's medically underserved
senior populatien.

MediVan is staffed by retired physicians, nurses, social workers and
nutritionists all volunteering their time and expertise to the program.
A Proje.t Director, Van Driver who also acts as a Site Director, and
office Secretary are the only paid personnel. AlJl volunteer person-
nel are selected and screecned by members of the MediVan Health Care
Executive Committee including .iembers of the Broward County Medical
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Association and the Broward County Public Health Unit. All physicians
practicing on the MediVan have a Florida Licence or a Limited Licens<e
provided by the State Board of Medicine. Malpractice insurance is
provided for physicians under the State of Florida Risk Management

Irn -arance Program as agents of the state through Health and Rehabili-
tative Services.

Since it¢ initiation on June 9, 1986, MediVan has visited 22 sites

on a regular basis and established 4000 patient contacts, angd is
acministering care to 285+ patients on a monthly basis. These patients
are primarily homebound with chronic health conditicns. It is of more
than passing interest to be aware that MediVan has intervened in
approximately 20 life-threatening situations.

MediVan seeks out its patients in low-income housin¢ facilities, re-
tirement and boarding homes, Qay-care centers, older condominiums and
where medically indigent and isolated seniors are known to reside.
The average age of MediVan patients is 82 with a number exceeding 95.
The average monthly income is $320 per patient.

The MediVan concept conceived in an effort to meet and at least par-
tially solve t'.e increasing problem of bri.ging medical atteation and
care to the elderly in need, is indeed a wotrthy one and interestingly
enough is unique. It is our opinion that it could and should serve
as a model to other communities where the problem exists.

In addition to the MediVan, Broward County is lucky to receive Older
American Act funds which provide health support services. Nurses are
in place at senior and day-care centers. These nurses provide health
screening and health education which enables the well independent
participants to remain healthy and the frail semi-dependent to improve
or’ maintain their conditions. The senior and day~care centers also
provide other services that help to keep seniors in the community.
These centers are able to function because of the federa. Older Ameri-
can Act and the state Community Care for the Elderly Act. As we are
all well aware, Senator Graham was largely instrumental in creating
the State program. We believe that these programs must be maintained
and supported, and that new innovative programs like the MediVan be
encouraged.

Thank you for your attention and for the opportunity of bringing not
only the problem but an attempt at a partial solution to your attention.
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SIATL OF FLORIDA
DEPARTMENT OF HEALTH AND REHABILITATIVVE SERVICES
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March 25, 1986

Evelyn Glasser

Coordinator, MMU

Elderly Interest Fund, Inc.
5345 Northwest 35th Avenue
Fort Lauderdale, Florida 33309

Dear Mrs. Glasser:

The Broware County Public Health Unit is in support of
the Elderly Interest Fund, Inc. Mobile Medical Unit project
for the elderly. We are aware that many of the elderly in
lovwer income groups do noi avail themselves of regular medical
care, particularly prevention and early intervention. I think
that the proposed project would enhance the possibility that
many of these patients would get earlier medical care and
prevent complications from various chronic illnesses.

1t is our intention to work with the Elderly lnterxest
Fund and to enter into an agreement to enable the physicians
to b¢ classified as volunteers under the bDepartment of Health
and Rehabilitative Services.

We look forward to working with you on this much needed
project. .

Sincerely,

Charles Koni{gsbérg, Jr., f.D., M.P.H.
District Health Program Supervisor—-HRS
Broward County Public Health Unit Directo:
CKk/jo
cc: BCPHUA (Myra Lentz)
AMED (Robert Hayes, M.D.)
LC (Martha Barrera)

DISTRICT TEN
200 \WEST BROWARD BOULLVARIY © FORT LAUDLRDALL. FLORIDA 334011885

BOLEGIATIAN GOV HNOI
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Broward County Medical Association

wodore W, Hakn, M.D,, Presideat
« .oet A. Tomascllo, MD., President-Elect
Juan A, Wester. MD,, Vice-President
1aul Flatea, M.D- Seema-;_
H. Farrell, M.D., Treasurer
Geocge P. Messeoger, MD., Immediste Past-President
Jerry D. Moote, M.D,, Chairwan, Board of Trustees

March 7, 1986

trs. Evelyn Glasser
3850 H. 43rd Avenue
Hollywood, Fl1 33021

Dear Mrs. Glasser:

The Executive Comnittee upon receiving the report of the menhership

coneitilee ON the three docicr's *onlying for limited jscenses pianced

a nex}l of approval on the three-doctor*s. They also wish Lo scuffirn

the prifec: of the ELLDEKLY IRTERFST FURD in providing mcdita: scraiess
( > eloerly indigents.

S!ncerely.’,
. S S

[ ALl
w(3isam7e. stokeotdl
* Exetutive Vice-President

William G. Stafford, Executive Vice Pretident
2200 S ANDREWS AVE ~ PO 00X 22007 ., FQRT LAUDSRDALE £l 3%1%4 2neseae rene
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Broward County Medical Assocliation
spe P. Messenger, M.D,, President )
Hehnt, MD,, President.Elect

. ¥xeW, N .
...t A. Tomuselio, MD., Vice-President 16 septexbex- 1984
Kenoeth H. Farrell, MD,, Socretary

Juen A, Wester,

" M.D.,
Emest G. Sayfie, M.D., Immediate Past-President

Mrs. Evelyn Glasser

Area Agency on Aging

2700 West pakland Park Boulevarl
Ft. Lauderdale, Florida 33311

Delur Mrs. Glassers

The Executive Committee of the Association heard a report from
the President, Dr. George P. Messenger,with reference to a
meeting with the feasibility of a facility similiar to the
Sunshine Health Centers of Sarasota County.Mr. Stafford had
wade & previous report on the sukject, and other neetings on the
premise.

We should like to express our interest,and voeice our
for the project. We would concur with the need; and recognize
the lack of organized services to this cegment of our elderly
population. The Associatior would also applaud the Agencies®
‘nitiative in meeting this need.

support

L acerely yours,

Kenneth H.-Farrell, . M.D.
Secretary -

/:/.ef/?/t:.::@
s It

Wulliam G. Stafford, Exccutive Vice President

2200 8. ANDREWE AVE — pO. BOX 22007 = FORT LAUDEZROALE. Fi. 33338 305/528.1883

e .
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BROWARD REGIONAL HEALTH PLANNING COUNCIL. INC.
500S E. 171h St. Suite 301, Fu, Lauderdale, FI 33316 ¢ (305) 763 2900

March 18,1986

Elderly Interest Fund

5345 N.W. 35th Avenue

Ft. Lauderdale, Fiorida 33309
Attn: Evelyn Glasser

Re: Health Manpower Shortage Areas - Broward county
Florida

Dear Ms. Glasser:

As you know, Health Manpower Shortage Areas are federally
designated for a variety of specialties including primary
care. The primary care categories inciude pediatricians,
family practitioners, general practitioners, internists,
and obstetricians. According to the HNational Health
Service corp, Broward cCounty contains 13 Health Manpower
Shortage Areas which have  been designated by census
tracts. Those census tracts are:

' Census Tracts - 103.01, 103.02, 104, 107, 302, 303,

. 304, 305, 306, 307.901, 307.02,
308.01, 308.02.

The above designations were made on March 21, 1984.
our understanding that the Elderl
posing to utilize a mobile medizal
retired physicians, and other practit
needs of the medically underserved
support the zffzrts of the Elderly Interest Fund as they
attenpt to peet the %eeds of this redically underserved

population. If I nny be of any further assistance to you
in this manner, please ici me know.

It is
Y Interest Fund is pro-

unit with volunteer
joners to meet the
in Broward county. 1

Sincerely,

(}t&/ﬁ\/%ﬂuﬁ/
John H. Werner
Execut ive Director

JHW:bg

159




153

DRAFT
.. April 13, 1981

What {5 2 HMedically Underserved Area? By definftion from the Federal
Regtater (Vol. 41, No. 201, October 15, 1976), an MUA is an urban or
rural area designated by the Secretary of Health and Huzan Sewviezs
25 an ares with a shortage of personal health services.

Fou. factors are considered in decignating an HUA:
1. Ratio of primary care physicians to population,
2. Infant mortality rate,
3. Percent of the population Which is age 65 or over, and
4. Percentage of the population With family fncome below the
poverty level.

Ia Broward County, there are twelve (12) fsolated census tracts that vere
designated as Medically Underserved Areas (HMUAs) gn the Federal Register

of October 15, 1976. There ace three (3) additional MUAs which have been
designated since 1976:

1. Census tract 305 i{n Pozpano Beach, vwhich s also a Hanpover
Shortage Area, receiving funds through Public Law 94-63,
Section 329, to provide health services to oigrants. This
area $s bounded by Sample Rd. on the north, Atlantic Blvd.
on the south, the Seaboard Coastline Railrood on the east,
and Powerline Rd. on the west.

2. Census tracts 102 and 103 in Deeriield Beach. This ares is
bounded by the Hillsboro Canal on the north, the Deerfield
city limits on the south, Federal Huy. on the east, and I-95 -
on the west (except & portion north of Hillsboro Blvd. and
West of 1-95, bounded on the west by Poverline Rd.).

3. Census tracts 409 through 416 and 508 1n central Ft. Lauderdale.
This 1s an irregular area which is primarily bounded by Oakland
Park Bivd. on the nerth, Brovard Blvd. on the south, KW 9 Ave.
on the east, and State Rd. 441 on the west.

The Health Planning and Developnent Courcil for Broward County, Inc.,
(HPDC) 1n cooperation vith the City of Deerfield Beach and the Consumers
Information Council, Inc. of Deerfield Beach, was fnstrumental in applying
for HUA designation for the area in Deerfield Meach. The HPDC iIn a
cooperative =ffort with the Broward County Primary Health Care Division
sssisted {n gathering data and making the forsal request to DHUS for MUA
designation of the arca in central Ft. Lauderdale, and 1s concerned that

personal health s/ rvices be made available within the Hedically
Underserved comzunities.

The Primary Health Care Division and the Health Planning and Development

Council intend to cosplete an assessment of the entire county to determine
further areas of personal health services shortage.

F l{fc‘ 1 8%
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Nedically Underserved Census Tracts

Broward County contains 35 census tracts which have been
federally designated as medlcally.dnderserved. In 1980,

these census tracts contained 221,018 individuals. 38,713
(17.5) had incomes below 100% of the poverty level and 42.7%
(94,341) had incores below 200% of the .poverty level.
"Broward's medically indigent population is larger than the
total population of 57 of Florida'a 67 counties. If Broward's
medically indigent population were considered as a separate
county, it would be the 11th largest county in the State.”

Source: Department of Health and Rehabilitative Services,
Grant Application for Primary Care funding, 1985
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MEDIVAN

|
|
\
ELDERLY INTEREST FURD, INC.
| CASE STUDIES

Patient Profile: 74 year old white male
Income: $362 per month

Residence: Low-Income Apartment in central Ft. Lauderdale.
IL.ives alone

Nedical Status: NediVan made a site visit to a primarily low-income
facility located in the heart of Ft. Lauderdale.
During the initial screening process, this patient
was found to exhibit symptoms of Tuberculos!s. He
was immediately referred to a local referral doctor
for x-ray confirmation of illness. No charge io
the patient. The patient was admiited to B:oward
General Hospital for ten days with the diagnosis of
T.B. He was discharged to the care of the Public
llerlth Unit who can transport him for follow-up
treatment. 80 seniors in the identified facility
had to be tested for T.B. exposure following r -
peated close contact with the patient for the
previous two years. Patient had no regular doctor
due to financial hardship.

Patient Profile: 70 year old whitc female
Income: Combined with spouse - $763 per month
Residence: Low-Incone Housing in Davie

Nedical Status: Presented to the van on fnitial site visit last June
* in highly unstable medical condition. Patient was

markedly obese (400+1bs), had severe ostecoarthritis
requiring the use of a wheelchair, and suffered from
uncontrolled blood sugar. Previous year’s medical
history included three hospitalizations for Diabetic
Comn, Congestive Heart Failure and Heart Attack. She
did not seck regular medical care due to limited
funds and scvere physical disubilitices. MNediVan
physicians have ponitored this ~atient for the past
seven months on a monthly basis. This regular health
check has resulted in noderate weight loss, lowerad
and more controlled diabetic conditiun and relief
from chronic pain. Arrangements were made to have
patient transported to local podiatrist for treatment
of diabetes-related foot problems at no charge to
patient. Patient was also referr®d to,and scen by,
locil internist for specialty workup. Physician
accepted only whatever Nedicare allowed. (No deduc-
tible, no co=-payment)

Patient Profile: 57 year old black male
Income: $356 per nmonth

Residence: Low-Income apartment in North Hollywood. Lives
with sister.

Nedical Status: Patient's sister came to the NediVan while it was
in their neighborhood and requested permission to
bring her brother to the Van for medical care.
Patient is mentally and physically Impaired and is
confined to a wheelchair. The sister stated that
her brother had been going to Primary Health Care,
but it was an extreme hardship to bring him to the
clinic due to his severe physlical disablilities and
problem of incontinence. HNediVan's initial visit
found the patient to have a flaccid and deformed
arm and hand, poor dental care, poor air exchange,
hypertension, mental retardation and difficulty with
hearing. His blood pressure was measured at 182/108
and the patient was started on anti-hypertension
medication. At present, his blood pressure is being
controlled and he iIs able to be monitored on a regu-
lar schedule.
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61 year old white female
$408 per month gombined with spouse

Low-Income Housing in central Ft. lauderdale. Lives
with spouse. Both are wheelchair bound.

Patient presented to the Medivan in her wheelchair
requesting assistance with medical care. She has a
long history of medical problems. Patient had a

myocardial infarction in 1960 and cerebral vascular

accident (CVA) in 196° which left her partially para-

lyzed. Since the patient was unabie to access her
regular physician, the Nedivan doctor worked in tan-
dem with her physiciun to provide on-going care.

Lab work was performed by the MediVan staff and copy
of reperts were sent to patient's private doctor.

In January 1987, the patient suffered a severe myo=
cardial infarction and is now in cardiac and respira-
tosy fallure. She is completely bedbound and uses
oxygen continuously. She does not wish to be hospi-
talized since her husband would Le unable to visit
her. The patient is being monitored on a regular
schedule by the Nedivan physicians. Lab work reports
and EKGs are mailed to her attending physician who
had requested that we assume her primary care.
Progress notes are also forwarded to the attending

physiclan. At this time, the patient's prognosis
is very poor.

79 year old hispanic male
$537 per month

Private home in Pembroke Pines. Lives alone following

the recent death ¢of spouse.

Patient presented to MediVan at +he Pembroke Pines
Senior Day Care Center. He had not seen a physician
in several years due to financial constraints. Had

a history of hypertension. Depressed over his wife's
death. Is being treated for hypertension and moni-
tored for other chronic complaints. Moral support is
being provided by Medivan social workers and other
staff members.

94 year old white female
488 per month

Private home in Ft. Lauderdale. Lives with her
daughter who is out of work.

Patient attends a local daycare center. The MediVan
staff was asked to give her a physical so she could
remain in the center. The patient could not afford
a private physician. The patient was found to have
anemia, low Bl2 levels, hypertension and arterial
sclerotic heart disease. She has been treated with

B12 injections and iron supplements. Due to patient’s

lack of funds, the Medivan is paying for her medication

92 year old b ack female
$336 per nonth

Apartment in Low-Income area in Ft. Laudevdale.
Lives with uer daughter who also has health problems.

Presented to the MedivVan with complaints of episodic
shortness of breath during the night in addition to
joint pain. The patient was found to have arterial
czlerotic heart discase, hyperglycemia, hypertension,
and arthritis of the hands. Due to patient's age
and frail condition, medication was not prescribed
for arrythmia but patient was put on nitroglycerin
for angina. She is being monitored on a regular
basis for possible changes in her condition. Lack

of regular medical care prior to **2diVan due to
{financial constraints and difficulty accessing
stationary clinics in other areas of the county.
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66 year old black female
$340 per month

Lives with younger sister {61) in Low~Income Apt.
in central Ft. Lauderdale, Has Medicaid.

On visitation to church meal site in predominantly
low-income black area, this obese, severely retarded
female was accepted into the Medivan program five
months ago for monitoring of uncontrolled hypertension,
chronic upper respiratory infections and visual prob-
lems. Patient's sister has sole responsibility for
patient and was experiencing great difficulty in
accessing Primary Health Carc on regular basis due to
emotional instability of patient. She is extremely
difficult to handle. Patient and sister are both

able to walk a short distance to be examined by the
Medivan staff. Reduced cholesterol lecvels, controlled
hypertension and weight loss have been achieved in
this patient through the combined efforts of the
pnysician, nurse ana nvwiritional consultant.

70 year old black male
$338 per month

Lives alone in 1 rented room in predominantly low-
income black area.

On visitation to local church meal site, the Medivan
staff learned of this patient's need for medical care
in his home. The physician and nurse home visit re-
vealed this patient, bedbound, with bi-lateral ampu-
tation below the knees. An ill-fitting prosthesis
on one leg limited patie~t's ability to leave his
bed. The patient could nhot receive a new prosthesis
from Medicarc without a physician's prescription

and no doctor would make a house call. Food stamps
were discontinued due to the patient's inability to
be interviewed at the Food Stamp office. Multiple
medical conditions required expensive drug therapy.
Although the paticnt has Medicaid, his medication
needs exceeded his drug cap. Medivan facilitated

an increase in his cap. The Medivan physician's
prescription enabled thc patient to securc a new pros-
thesis allowing him increased mobility. Although
this patient is illiterate, the Medivan nutritionist
was able to assure the paticnt's improved dietary
intake through the assistance of his landlady. This
patient was referred to us by Primary Health Carc.

60 year old white female
$530 per month

Low-~Income Housing in central Ft. Lauderdale. Lives
with retarded daughter.

Patient had great difficulty accessing medical care
because of incomplete financial records which pce-
cluded her from Primary Health Care eligibility.
Living situation severely stressed through caring

for severely retarded daughter. Daughter cannot

be left unattended thereby restricting patient's
mobility. Pai.ent is a severe diabetic and pre-
sented with uncontrolled suger count and various
other medical problems. Critical medication was

not being taken as prescribed due to inability to
purchase on regular basis and because of high expense.
Patient has been regularly monitored by Medivan
physician and instructed on the significance of
consistent drug therapy. The Medivan staff facili-
tated patient’: acceptance into Medicaid program
which ensures her ability to secure vital medication.
Sugar count is under control. Nutritional review
and consultation by Medivan nutritionist has re-
sulted in necessary weight loss thereby reducing
possible diabetic complications.
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Patient Profile: 57 yecar old white female
Incomet $156 per month

Residence: Low-Income apartment in central Ft. Lauderdale.
Lives alone. Has Medicaid.

Medical Status: wWheelchair bound obese female with severe lower ex~
tremity skin cruptions. Uncontrolled diabetic cligible
for Primary Health Care services but unable to avail
herself of them on a regular basis due to severe
physical disabilities. Primary Care referred this
patient to Medivan for monthly monitoring. Regular
home visits have been made by Medivan staff which
have resulted in patient's greatly improved health
status. Mcdivan arranged to have prescribed medi-
cations delivered to the patient's apartment by local
pharmacist at no charge.

BIORT LAUDERDALE NEWS/SUNSENTINCL ® WEDNLSDAY, OCTOBCR 7. 1987

ra-e)(
n Br oward S

. “4511

e ite supervisor Fred Horn
HaVe medlClIle Stakes the blood pressure of
Julie Andrews, of Lauderhill,

WIH travel during a visit of Medivan, a

medical clinic that travels to 22

o the elderly sites in Broward County.

Page 3

Serving Lauderdate Lakes, Lauderhull, Plantation, Sunnise and Tamarac

Q
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Seniprs deliver
medical service
to elderly poor

By RANDYE HODER
S vrraer

For most doctors, mating hovse
s s 3 tRing of the past

But nod for the retired doctors,
irses and soctal wotkers who vol.
Meer their Lime eaeh weck to
ing [ree medical care o some of
roward Countys 27,000 elderly

0r

This summer marks the one-year
wiversary of MediVan, a roving
od-cal <hinle, which travels to 22
tes in the county treating senior
tirens lor everytbing from loaelis
34 to hife-threatemng diseases
The van travels on five-weck ro-
tions L0 areas where large num-
13 of elderly poor live.

Those eligible for medical care
m MediVan must be at Jeast €0
ars old and have an income of
000 or less for single people and
4000 or less for couples.

*For some of these people this is
¢ only medical attention they've
tten 1n years,” said Linda Allen,
ogram Ciiector and one of three
1d persoanel. “Ard it's likely to
= the only medical attention
il ever get ™

or 1rving Thayer, 72, of Fort
uderdale the care he gets from
ediVan prolessionals means
s to hum than regular checky;
.d getting the medication be
eds [t means his Independence

1don tkoow what 1'd do without
»se people,” Thayer said =1
It have MediVan I'd probaly
4 up in some rest home. But
mdpavetodrag methere. § just
0t stand the 1dea of going ™

‘The ptogle who help Thayer, and
those like him, feel fust as stroagly
about the program

“1've been a doctor for more than
50 years,” g3ld Jack Kassan, 78,
“and In all those years, and with all
the things I've 2ccomplished, this is
without 2 doublt the most satislying
and lullilling expecience I've ever

Sponsored by the Elderly Inter-
est Fund Inc, a volunteer group,
Medivan's mission (s 10 serve peor
ple who are 100 poor to get basic
medical care, or unable to get
transportations to coudty or state
chinics set up for the poor.

“There Is this myth about the
Cold Coast,™ 3aid Evelyn Classer,
coordinator of MediVan, “that peo-
ple retire here and everyone is live
ing the good life. But then you lind
there are these silent pockets of
poverty all over the county.”

Glasser 4314 there are otber mo-
bile units that secve elderly people,
but that Medivan s unique because
it & senlors helping seniors.

“All of our physicians are eldere
Iy, 3o they know and understand

rom experience the problems the
aging are sulfering” Glasser 33id.

Alter being on the road for little
more than a year, MediVan has ex-
panded the areas it visits from (0
to 22 sites. It also has learned from
experierce which services Its clien.
tele ceally need,

For example, providing [ree
medication to clients has turned
out Lo be one of the most unexpect-
d and importanl services Medie
Van offers

We never planned on i, but as

.

Sk

SN pArie SUSAN Gax

Project director Linda Allen speaks to patient Lutlian Bowen about her medication.

the program grew it became obvi-
Ous that this was 2 major pri
lem.” Glasser said ~Why see some-
one who is 50 cnppled up with
arthritls that they can barely walk
f we can't give them some reliel.”
MediVan servesabout t§ percent
of the county's eld«;y poor.but ace
cording to its stalf, the need is

much greater.

The ram, which rung oa 3n
annuat bucget of $135,000. Cepends
03 community and corporate con
triduttons for 1ts support fthas re-
cently begun getting reimburses
menls from Medicare and
Nzdieald,

d Covaty s

Bave agreed to contridute $9 5

“Wed lke to expand tke
gram ” Glasser said  The
thing stopping us i3 (e fur
There 15 30 much competitiv:
the dollar and 50 miny w
eauses

Cover ptota by Susan Carcne
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Retired health workers make rounds
among Florida’s elderly—for free
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STATEMENT OF SALLY KANTER-BRUIN, PALM BEACH COUNTY
HEALTH TASK FORCE, ST. MARY’S HOSPITAL, MiMMOVAN
PROJECT, WEST PALM BEA"Y, FL

Ms. KaANTER-BRUIN. Yes. My name is Sally Kanter-Bruin, and
today I represent the Palm Beach County Community Outreach
Committee of the American Association of Retired Persons. I am
the health care chairperson, and we represent 115,000 members in
Palm Beach County. I also today represent St. Mary’s Hospital
Mammovan project.

Let me say at the outset right now, after listening to a number of
panel speakers, that I am angry, I am frustrated, and my presenta-
tion today will reflect it. I feel, as I have been sitting here, that we
have got a decaying medical care system, getting worse and worse,
listening to the people.

I am a grandmother; and I am a consum~ activist; and I am con-
cerned with health care available to the people.

This past week, I received some figures from the State Office of
Vital Statistics at Jacksonville. FL. For the year 1986 in Florida,
there were 2,367 breast cancer deaths in Florida, both male and
female. White females were 2,165, and nonwhite females were 182.
For the year 1985 in Florida, there were 2,271 breast cancer cases.
1986 showed an ir.crease of several hundred more.

I ask you, and I ask myself the same question, that is hounding
my mind: Could these deaths have been prevented? What did we do
with prevention in the past?

When my first child was born 49 years ago, one of the compulso-
ry innoculations given to all infants was a three in one DPT vacci-
nation, sparing thousands of little ones from diphtheria, tetanus,
and pertussis.

I also recall the great polio epidemic where so many children
became crippled and many never made it. Thanks to Dr. Jonas
Salk and our Government leadership in 1954, nothing was spared
by our Government to take preventive steps against this dread dis-
ease. Shall we say that our (}})overnment had greater concern for its
people then? Where have all our values gone?

Must we, the most civilized, the more advanced nation in the
world, be at the bottom of the heap in health care, in relation to
other industrialized nations like Europe and Canada? Must We
close our eyes to the neglect of our ind*;2nt? Our State i. %0th in
the Nation for Medicaid assistance. We dump our elderly into
warehouses (nursing homes) without any effort to give them the
care and dignity that they are entitled to.

With proper orientation, we could save thousands of lives and
reduce medical treatment costs in the long run.

If our priorities were turned to preventive care, we could reduce
breast cancer deaths by at least 22 percent, and 5,200 fewer women
would die of this dread disease in a year. Until breast cancer can
be prevepted or cured, the best hope for a successful outcome lies
in early detection before the cancer has spread to surrounding tis-
sues of the body.

Let me refer to the fortunate Lady. Many women were not as
fortunate as Mrs. Nancy Reagan. They did not have her opportuni-
ties. These women have had to bear the agony of breast cancer,
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radical mastectomies, follow-up treatment of radiology, chemo, in-
ability to work or care for their families, plus a heavy financial
burden incurred. I am speaking about your wives, mothers, grand-
mothers, daughters, possibly members of your very own families.

I come from Palm Beach County, and I would like to tell you
how a community responded in West Palm Beach, St. Mary’s Hos-
pital, a nonprofit institution, has stood out with an open door to
help all patients regardless of race, creed, color, or financial status.
It is a hospital with a “heart for the indigent.”

We work very, very hard with enthusiasm and look forward to a
preventive project that we can put into effect. And so, they have
taken a giant step forward to try to give women the opportunity
for preventive screening—mammograms. And what have we done?

They gave birth to a unique vehicle, the Mammovan, with the
latest state-of-the-art equipment, with very low radiation. Its pur-
pose was to tour the areas and come to the women who have had
difficulty with transportation. AARP hailed this project and joined
with them to welcome and assist in the program.

Incidentally, the van is also parked outside the building here,
and you are all welcome to come and see it.

Hundreds of women made appoin.ments the minute it was an-
nounced, in their various respective areas to recejve mammograms.
We didn’t even have a chance to reach some of the indigent areas.
Alas, the women suddenly learned that Medicare doesn’t allow pre-
ventive screening tests, and even the low fee represents a hardship
for many. So, the appointments have been cancelled.

Incidentally, when we started in November, to date I think we
have screrned about 189 or 190 patients. The very first day, we
picked up a cancer patient who, at this point, has already had radi-
cal surgery. There were three other suspects in only this short
period of time.

Our Mammovan could screen about 100 women at & cost of about
$5,000 or $6,000, which is Jjust a drop in the bucket compared to
treating only one breast cancer patient.

The current Medicare Program is oriented towards treating the
acute crisis, not preventing it. So, get sick first, and then we will
meet you halfway.

The-cost effective human being is what I would like to call this.
Is this is what is called cost effectiveness? Or, as the old saying
goes, “Penny-wise and thousands of dollars foolish”? Are we saying
the cost benefit analysis now conclude that permitting 5,200
women to die is in keeping with the budgetary requirements of our
Federal 3overnment? Are we saying that a preventive medical
care program for detection of breast cancer is not feasible because
it would reduce deaths by 22 percent?

When medical care is being sold as a commodity at a price many
cannot afford, or when human needs of a growing number go unas-
sisted, our whole collective health system is damaged. As long as
the importance of profit reigns over people’s health, we are told
how to live, to get sick, and to die.

Let me give a couple of quotes from some outstanding medical
news periodicals.
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The American Medical News dated November 27, 1987, has an
article on Medicare mammogram coverage, with & subheadline
which says: “Cost of Breast Screening Would Exceed the Savings.”

On December 20, a few weeks later, the issue of Hospital Maga-
zine dealt with a Congressional Office study which found that
paying for mammograms would cost Medicare $1.5 million a year.

Rose Anthony of the Health Care Finance Administration says
that extending Medicare coverage for preventive tests, such as
mammograms, could open a Pandora’s box with coverage for other
screens soon to follow, such as Pap smears and urinalyses.

Shocking, isn’t it? Playing with figures takes precedence over
saving of lives. Who is placing this price on a human life? What is
a life worth?

Medicare and our Nation’s budget cannot afford to take preven-
tive health care steps because our nation has other priorities,
which go for killings. It is cheaper to bury the people, say the fi-
nancial advisors. And to what do we attribute this madness ap-
proach? Should we turn the clock back to the Jonas Salk era?

I am concerned with half of our generation—woimen—about their
lives, thz quality of life, those who did rot take the steps for pre-
ventivz tests due to significant cost factors. And I am concerned
with the women who live at or near the poverty level.

Do we have the answers? Recently, the American College of Ob-
stetricians and Gynecologists have spoken out. They have written a
letter in support of the inclusion of pap smears as one of the neces-
sary screen tests.

Representative Pete Stark of California has introduced legisla-
tion that would expand Medicare to cover mammograms done at
intervals as recommended by the American Cancer Society. Pay-
ment would be limited to $50 in the year 1990, which would be the
first year of coverage.

I hail his concern about this, but I have a problem with the test
of his bill. Can we wait until 1990? Can our conscience allow us to
let 47,000 women die until 1990? And what will the inflation value
of $50 ba in 1990?

Mammography is one area in which data demonstrate that that
its success has been proven. AARP supports preventive testing pro-
gram and urges mammogram screening to be included in the Medi-
care Program. Our legislators must take a positive approach to
these life-saving preventive programs, as was done with other
dreaded, killing diseases.

AARP looks forward to joining in this effort to wipe out unneces-
sary breast cancer deaths. I want to thank you for your coopera-
tion.

We have representatives here from St. Mary’s Hospital, especial-
ly the Director of the Radiology Cancer Department at St. Mary’s
Hospital. If there are any questions we can direct them te him.
Tkank you.

[Applause.]

Senator MircHeLL. Ms. Kanter-Bruin, thank you. That was a
very compelling statement and I think appropriately was the last
word. We will now turn to Senator Graharm for any questions.

[The prepared statement of Ms. Kanter-Bruin follows:]
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WHAT IS A LIFE WORTH

My.name is Sally Kanter-Bruin and today I represent t:
Palm Beach Younty Community Outreach Coxmittee, American Association
of Retired Persons. I am the Health Care Chairperson and we repre=-
sent 115,000 members in Palm Beach County.

I am a: grandmother, a Consumer Activist and am concerned
with the Health Care available to the people,

This past week, I received some figures from the State
O0ffice of Vital Statistics at Jacksonville:

Por 3hg Yyear_1986, in Floridas~-

Breast.Cancer DeathS.eeeeees 2,367 (Male & Female)
. Whit nales 2,165
. Non-Whi{ ales 182

Eor the year 1085 in Floridas--

Breast Cancer DeathSeeeeeees 2,271 (Male & Pemale)

I ask you, and I ask myself the same question that is
hounding my mind - COULD THESE DEATHS HAVE BEEN PREVENTED?

PREVENTION IN THE PAST

When my first child was born %9 years ago, one of the
compulsory innovuvlations given to all infants was the 3 in 1,

DTP Vaccination, sparing thousands of little ones from Diptheria,
Tetanus and Pertussis,

I also recall the great Polio epidemic where so many
children became crippled and many NEVER MADE it. Thanks to Dr.
Jonas Salk and our Gov*{ leadership in 1954, nothing was spared
to take preventive steps against this dread disease. Shall we say
that our'Govt had greater concern for its people then.

Where have all .QUR VALUES GGNE?
Must we, our ’'most civilized, most advanced Nation in the

World' be at the bottom of the heap‘in Health Care, in relation to
other Industrialized Nations of Europe and Canada? Must we close
our eyes tc the neglect of our indigent? Our State is 30th in the
Nation for Medicald assistance. We dump our Elderly into ware-
houses (Nursing Homes), without any effort to give them th: care
2nd dignity they are entitled to,
With proper orientation, we could save thousands of lives
and reduce medical treatment costs in the long run. If our .
priorities were turned to preventive care, we could reduce Breast
Cancer deaths by at least 22% and 5,200%fewer women would die of this .
dread disease in a year,
Until Breast Cancer can be prevented or cured, the best
hope for a successful outcome LIES IN ZARLY DETECTION, before the
CANCER HAS SPREAD to surrounding tissues of the body.

*#5,200 women older than Age 65, American Medical News 11/27/87.

Aruitoxt provided by Eic:
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THE PORTUNATE LADIES
Many women were not as fortunate as Krs. Nancy Reagan.

They did not have her opportunities, These women have had to
bear the agony of Breast Cancer, radical Mastectomies, follow-up
treatment of radiology, chemo, inability to work or care for the
family, plus the heavy financial burden incurred.

I'm speaking about your wives, nothers, grandmothers,
daughters, possibly members of your very own family.

A COMMUNITY RESPONSE IN WEST PALM BEACH

St. Mary's Hospital, a nonprofit Institution, has stood
out with an open door to help all patients regardless of race, creed,
color or financial status. It'3 a hospital with a *HEART FOR THE
INDIGENT'!

They've taken a giant step forward - to try to give women
the opportunity for preventive screening - MAMMOGRAMS.

They gave -irin to a unique VERICLE - A MAMMOVAN, with
the latest 'STAZE OF THE ART' equipment, with very low radiation.
Its' purpose - to tour the areas and come to the women who have
difficulty with transportation. AARP has joined with them to
welcome and assist in this project.

Hundreds of women made appointments at their respective
areas to receive MAMMOGRA¥S, We didn't even have a chance to
reach some of the indigent areas, Alas, the women suddenly learned
that Medicare doesn't allow preventive screening tests, and even
the low $60 fee represents a hardship for many. So appointments
have been cancelled!

Our MANMOVAN could screen 100 women at a cost of $6,000,
which is a drop in the bucket compared to treating only one
BREAST CANCER PATIENT.

The current Medicare program is oriented towards treating
the ACUTE CRISIS, not PREVENTING it. Get sick first, and then we'll
meet you half-way.

THE COST-EFFECTIVE HUMAN BEING

Is this what is called, 'Cost Effectiveness®, ¢r as the
old saying goes,

"Pennywise and Thousands of $'s Foolish!®

Are we saying that cost benefit analysis now concludes
that permitting 5,200* romea to die is in keeping with the budget:y
requirements of our- Federal Gov't?

Are we saying that a preventive Medical Care Program
for detection of Breast Cancer is not feasible because it would
reduce deaths by 22%?

When Medical Care is being sold as a commodity at a
price many CANNOT AFFORD, or when human needs of a growing number
go unassisted, our collective health is damaged. As long as the
importance of profit reigns over peoples health, we are to)d how
to live, get sick and to die,

e ——

#5,200 women older than Age 65, American Medical News 11/27/87.
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The American Medical News dated 11/27/87, has an article

on Medicare Mammogranm Coverage, with a sub-headline, -
"Cost of Breast Screening would exceed the Savings.”

On Dec. 20, 1987, the issue of Hospital Magazine dealt
with a Congressional 0ffice Study which found that paying for
MAMMOGRAMS would cost Medicare $1.S5 billion a year.

Rose Anthony of the Health Care Pinance Admin., says
that extending Medicare coverage for preventive tests, such as
Mammograms, could open A PANDORA'S BOX with coverage for other
screens socs to . vilow, guch as Pap smears and Urinalysis.

SHOCKING, isn . it ..., playing with figures takes
precedence over Raving of lives!

WHO IS PLACING THIS PRICT ON A HUMAN LIFE?

WHAT IS A LIFE WORTH?

Medicare and our Nations budget cannot afford to dake
preventive health care steps. Our Naticn has other priorities,
which go for killings, Its cheaper to bury people, say the
Pinancial advisors.

To what do we contribute this MADNESS APPROACH?

Should we turn vhe clock back to the Jonas Salk era?

I'n concerned about % our generation - women - about
their 1ives - thg'QUALITY OF LIFE; those who did not take step
for preventive tests due to significant cost factors, I'm
concerned about the women who live at, or near the poverty level,
DO WE HAVE ANSWERS?

Recently, the #perican College of Obstetricians and
Gynecologists have spoken out, and written a letter in support
of the inclusion of Pap smears as one of the necessary =creen tests,

Rep. Fortney "Pete” Stark (D-Calif) hag introduced
legislation that would expand Medicare to cover MAMMOGRAYS done
at intervals ag recommended by the American Cancer Society.
Payment would be limited to $50., in 1990, which would be the
first year of coverage. I hail his concern, but I have a problen
with the text of his Bill., Can we WAIT until. 1990? Can our
conscience allow us to let 47,000%women die until 1990, and what
will the inflation value of $50 be in 19907

MAMMOGRAPHY is one area in which data demonstrates that
its guccess hag been proven.

AARP supports preveﬁtive testing programs and urges
MAMMOGRiM SCREENING be included in the Medicare program.

Our Legislators: mu%t take a positive approach to these
LIFE-SAVING preventive programs as was done with other dread
killing diseases, AARP looks forward to joining in this effort
to wipe out unngcdssary Breast Cancer deaths.

“OTA - Office of Technology Assessment study: about 110,000
new Breagt Cancers will occur in U,S. this year;
47,000 (44%) will die of the disease.

o~ o . i o
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Senator GranAaM. I would like to ask Dr. Kassan: How would you
see programs such as your MediVan being funded under Medicare
or an expanded Older Americans Act? How could this type of serv-
ice be accelerated in its utilization as a preventive tool?

Dr. Kassan. I must say that this program was est " lished as a
private community affair. It is an example of hov  : interested
community can take care ot its own problem. We do 1.¢ get and do
not look for any funding from the Government

The only funding that we get indirectly is that some of these pa-
tients are Medicare patients, and we have made an arrangement
where we can get what Medicare allows for a patient. We ha e not
beerll{s approved as of yet to receive Medicaid, but that is in the
works.

This is the only funding that we get from any Government
source. Because of the efforts of this dedicated group of the Elderly
Interest Fund, we are able to raise money from the private sector
and corporate organizations. I might say that FPL has been very
generous in supporting us in all ways. We get funds from founda-
tions, from simple $5, $10 and $100 contributions to more substan-
tial amounts. We have raised money and have been able to survive
and survive very well.

We run a budget of about $100,000 a year. Now, you have to un-
derstand that we never charge a patient for anything. So far as our
preventive measures are concerned, we give flu shots; we give
pnfgumo—vaxs; we do regular screening for tuberculosis; and all this
is free.

So, we have been able to do very well, and I think it is an excel-
ler:it éaxample of what can be done if a group really wants to go out
ard do it.

As I said, all of our doctors, nurses, social workers are volun-
teers. We give gladly of our time to Lz able to do this because we
feel that it is such a vital ne. ', and we are gaining, I think, as
much as we are giving. We have as dedicated and as loving a group
of people working with this thing as I have ever been associated
with in all my long years, and that is a long time.

I must say that my only description of this—and I guess I am
rambling a little bit but I think I answered your question at the
very beginning as to how we expect to get money from additional
sources—my only desc: ~tion, and I think it is apt because ot our
experiences in dealing with so many of these people, is that I con-
sider the MediVan as an oasis of loving care in the community.

So, I guess this is about the way it adds up. This is something we
are doing and we a. e only too happy to do it. The little bit that we
get from Medicare and Medicaid is fine. It certainly helps, but fur-
ther funding we are not looking for.

We are just presenting a concept of how the problem of meeting
the care of the elderly indigent who are underserved medically can
llae met, if a community is really interested in addressing the prob-

em.

[Applause.]

Senaior MiTcHrLL. You say you provide the service fre2. Do you
have any testing of the ability of the patients to pay? Or do you
simply provide anybody with the service?
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Dr. KassaN. There is a basis. In order for a patient to be eligible
for this service, he or she must be over 60. If it is an individual, the
income must be $7,000 or less, or if it is a couple, $10,000 or less.

Senator MrrcHELL. And do you simply accept that person’s state-
mert as to their income level?

Dr. KassaN. We have a social worker who interviews them.

Senator MITCHELL. I see.

Dr. KassaN. The social worker asks for some evidence, whether
it be Social Security or whatever; but they provide the evidence of
where it is coming from.

Senator MrrcHELL. Thank you. Senator Graham?

Senator GrRaAHAM. Dr. Lyman, reference was made to the Office
of Technology Assessment study which indicated that screening by
mammography would cost more than it would save. What is your
assessment of that conclusion? And specifically, do you believe that
screening by mammography would reduce serious illness, reduce
the need for hospitalization, and improve the productive years and
length of the productive years for older Americans?

Dr. LymMAN. As our data, as well as the OTA data, I think would
suggest, the cost eflectiveness or the cost for each life saved de-
pends very greatly on the numbers that are plugged into the equa-
tions: the cost of the various procedures, the mammogram, and so
forth, the prevalence of the gisease. So, you want to focus on a
high-risk group, but that is, by definition, the 65 and over group;
and you want the test to be as sensitive and specific as possible.

What our data have shown, using sensitivity analysis, where you
vary these various factors, is that within the range of readily
achievable values for test performance, the estimated frequency of
the disease, prevalence of the disease in the population, and cur-
rent—although variable—costs charged for these various aspects of
care, that a break-even or better situation is possible and can be
1a.chieved today and in the future, while at the same time saving

ives.

That doesn’t mean it is going to happen automatically if there
are not constraints put on the situation. There need to be con-
straints on the cost of mammography, the cost of health care; the
procedure needs to be applied by skilled individuals using modern
equipment and so forth. And all these need to be defined; but if
they are, then a break-even point is possible or, at the very worst,
the cost per life saved can be brought down to a very nominal
amount considering the magnitude of the benefit.

Senator GranaM. Do you think programs such as Ms. Kanter-
Bruin has indicated could be part ofP that effort to make the screen-
ings more available and bring down the cost?

Dr. LyMaN. Yes. I think, as has been brought out several times,
that you not only have to make it available; but you need to make
it readily accessible and utilized; and not only does the mobile unit,
as has been dem-ustrated in some hands, bring down the cost per
examination, but it gets around that issue that I addressed where
some studies demonstrated that even referral under a physician’s
recommendation for screening mammography, when the woman
has to pay for the procedure herself or %et to the facility, less than
10 percent in some studies have actually complied with those rec-
ommendations.
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So, anything we can do to get around the financial barrier and
the accessibility barrier- -and I think this may achieve both—is
going to go a long way towards demonstrating the cost effectiveness
of this approach.

Senator GrRaHAM. Thank you very much, Mr. Chairman.

Senator MirchetL. Thank you very much, Senator Graham.
Thank you very much, all of you. Your testimony has been very
interesting and compelling. That completes the testimony.

I am grateful to all of the witnesses for coming today, for all of
you ladies and gentlemen who have sat through the hearing. The
information we have received will be very useful in helping us at-
tempt te frame a national policy that will encourage preventive
medical treatment, to deal with problems before they become
acute, thereby enhancing the lives of our citizens throughout the
country.

Thank you very much. Senator Graham, do you have any brief
closing remarks?

Senator GraHAM. Again, Senator Mitchell, I want to thank you
for g.7ing these Floridians an opportunity to present to the Nation
what they are doing in this important area. There has been a
theme running through all of the comments, and that is whether
we are prepared as a Nation to accept human life and the quality
of that life as just an immediate expenditure or whether we as a
Nation value life and are prepared to make an investment in long-
term quality and productivity.

I think what we have heard today has been a compelling case
both in terms of the morality as well as the potential economics of
that investment in life; and I hope that this will be a contribution
towards an accelerated national policy with that investment in life
as its ultimate objective. Thank you, Mr. Chairman.

1S(tlandator MircueLL. Thank you very much. The hearing is con-
cluded.

[Whereupon, at 12:15 p.m., the hearing was adjourned.]
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